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HEN Heberden! separated the peculiar syn- 

drome which we are discussing today from 
other chest pains, and gave to it the name 
“angina pectoris”, he had no knowledge of its 
pathological basis, nor even of its cardiac origin. 
Under. such circumstances treatment was neces- 
sarily empirical. Since then knowledge of the 
underlying pathological physiology has advanced 
to the point where treatment can be placed on 
a rational basis, and empiricism eliminated. 

Briefly angina pectoris may be described as 
the pain resulting from temporary, localized, 
reversible, myocardial ischemia. The anatomical 
basis in the vast majority of cases is narrowing 
and occlusion of arteriosclerotic coronary arter- 
ies. Syphilitic coronary disease is now becoming 
uncommon in Canada; other cardiac lesions ocea- 
sionally operate. Coronary spasm has been ques- 
tioned as a cause of pain; it is probable that it 
does sometimes occur. 

The obstruction in the lumen of an arterio- 
sclerotic coronary is a rigid mechanical one, and 
therefore incapable of being overcome by vaso- 
dilators. This fact is of fundamental importance 
and indicates why any increase in blood flow 
distal to the obstruction must be by way of 
collateral vessels functioning as a by-pass. Coro- 
nary narrowing itself is a potent stimulus for 
the permanent opening up of these accessory 
channels; consequently angina pectoris occa- 
sionally may disappear spontaneously. Artificial 
dilatation of the collateral circulation by drugs 
or by other therapeutic procedures is one of the 
main objectives of treatment. 


*From the Department of Medicine, McGill Uni- 
versity. 

Presented at the 82nd annual meeting of the Canadian 
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The myocardium becomes painful, as does any 
other muscle, whenever it is foreed to work with- 
out an adequate blood supply. The difference be- 
tween the amount of work performed by the 
resting heart and the amount necessary to induce 
pain in a patient with coronary disease may be 
called the coronary reserve. To eliminate insofar 
as possible all abnormal and unnecessary factors 
which eat into this reserve, and thus to extend 
the patient's capacity for necessary forms of 
activity, is the second great objective of treat- 
ment. 

If after the application of these principles 
the patient is still disabled, other therapeutic 
measures may be utilized. Many of these have 
drawbacks: they’may carry an increased risk 
of morbidity or death; they may be attended 
by unpleasant or injurious side-effects; they 
may demand very highly specialized and not 
readily available techniques. Nevertheless the 
urgency to remove some part of the patient's 
burden of pain may well outweigh any or all of 
the above objections. In exceptional cases it may 
even be considered advisable merely to remove 
pain as such. 

In the time at our disposal today the details 
of treatment cannot be fully covered. Thera- 
peutic measures will therefore be discussed 
broadly under several headings, and will be 
followed by a description of their application 
in individual eases. 


THE REGULATION OF THOSE Factors WHICH 
MAKE DEMANDS ON THE CORONARY RESERVE 


The need for treating any extraneous disease 
is imperative. Particular search should be made 
for chronic infections (including especially 
syphilis), gastrointestinal disease, hyperthy- 
roidism, diabetes, and any form of anemia. 
Obesity should be corrected. Hypertension, 
which increases the work of the heart, is 
present in the majority of patients having 
angina. It should be treated by the usual 
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methods, and in selected cases the careful use 
of such drugs as veratrum viride and potassium 
thiocyanate is permitted. In my opinion dorso- 
lumbar sympathectomy is contraindicated be- 
cause of the great possibility of precipitating 
coronary occlusion. 

The regulation of physical activity is 
covered by a single general rule, namely that 
exertion should stop before pain appears. On 
the other hand exertion which does not induce 


distress is actually desirable, and recreational 
games which can fulfil this requirement should 


be encouraged. Moderate exercise is a good 
vasodilator, and may well be an important 
factor in the phenomenon of “second wind for 
pain”, in which the individual, after the ces- 
sation of one attack of angina, is at once able 
to carry out more extensive exercise without 
distress. Maximal efforts such as lifting heavy 
weights and straining at stool should be 
avoided. 

Emotion may rival physical exertion in pro- 
ducing pain. Unfortunately the heart muscle is 
unable to appreciate the difference between the 
work it does in climbing a hill and that which 
results from the outpouring of adrenalin dur- 
ing a fit of anger or during the excitement of 
watching a hockey match. 

The work of the heart is determined primarily 
by the basal circulatory needs of the body. 
These vary from time to time. Thus during 
digestion or body cooling they are increased: 
the coronary reserve suffers and pain appears 
more easily. Effort under such conditions must 
be limited, or even better, avoided. 

Lowering of the basal metabolic rate so as 
to lessen the circulatory load is a special thera- 
peutic procedure which may be mentioned 
under this heading. The demonstration that in 
selected cases total thyroidectomy could relieve 
anginal pain? prompted the later trial of 
thiouracil and its derivatives for the same 
purpose. Although some good results have been 
reported, the difficulty of sufficiently lowering 
the basal rate in a normal individual and the 
very real danger of toxic effects make thioura- 
cil inadvisable except under close laboratory 
control. A more recent development of this 
theme is the destruction of thyroid tissue by the 
use of radioactive iodine.* This procedure is 
still experimental, but reports are sufficiently 
encouraging to suggest that it may,in the 
future occupy a prominent place in the therapy 
of angina. 


ANGINA PECTORIS 
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THE TREATMENT OF INDIVIDUAL ATTACKS 


The sheet anchor of medicinal therapy in 
angina pectoris is still nitroglycerin, and in 
many cases no other drugs are necessary. The 
volatile amyl nitrite, although acting within a 
few seconds, is rarely used nowadays because 
it is smelly and unpleasant; octyl nitrite acts 
almost as quickly, is less expensive, and is in- 
haled from dispensers. Nitroglycerin is effee- 
tive within a minute, is cheap, and ean be taken 
unobtrusively. Crushing a tablet between the 
teeth gives results more quickly than allowing 
it to dissolve under the tongue; the patient 
should not swallow for a full minute thereafter. 
Headache, throbbing, and light-headedness are 
frequent side-effects, and in such cases smaller 
doses than the usually prescribed 1/100 grain 
should be tried. Nitroglycerin relieves pain al- 
most invariably, and patients do not develop 
a tolerance for it. Its effect lasts for from ten to 
thirty minutes; it may be repeated many times 
a day; poisoning is practically unknown. 

The immediate prevention of attacks by nitro- 
glycerin is almost as important as is the immedi- 
ate treatment. A tablet taken two to three 
minutes before some necessary activity which is 
usually pain-producing, will push the pain into 
the background, so that the individual may 
climb his stairway or go through a_ business 
meeting successfully. This prophylactic use of 
nitroglycerin should be strongly encouraged, and 
the patient told that it is much better to take 
a few apparently unnecessary pills during the 
day than to allow the appearance of a single 
pain. 

In the absence of nitroglycerin alcohol may 
give fairly prompt relief. It was the accepted 
treatment from Heberden’s time until Lauder 
Brunton introduced amy] nitrite in 1867. Recent 
work’ suggests that aleohol is not a coronary 
dilator. Its effect is probably partly anodyne and 
partly due to confidence in the widely held belief 
that brandy is the best immediate treatment for 
most of the ills which flesh is heir to. 


LONG-TERM PREVENTIVE THERAPY 


In the more severe cases there is great’ need 
for a form of therapy which will maintain over 
a prolonged period a degree of vasodilatation 
comparable to that of nitroglycerin during the 
few minutes of its effectiveness. The lack of 
satisfactory medicinal agents has been respon- 
sible for attempts to seek a solution through 
surgery. 
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On the whole vasodilator drugs have not pro- 
vided effectual long-term preventive treatment, 
and very often the good results attributed to 
them may be duplicated by placebos. Some, how- 
ever, have undoubted value in individual eases. 
Consequently, the physician is justified in try- 
ing these drugs out one by one, or perhaps in 
certain combinations, hoping that one of his 
attempts may be successful. 

Erythrol tetranitrate, mannitol hexanitrate, 
and mannitol pentanitrate have been in use for 
fifty years, but have never been popular. Their 
action is similar to that of glyceryl trinitrate 
(nitroglycerin), is slower to appear, and is pro- 
longed for several hours. Any worthwhile effect 
is all too often neutralized by severe headache. 
Recently we have studied a new organic nitrate 
related to this group, namely triethanolamine 
trinitrate.° Melville and Lu,’ working in the 
Department of Pharmacology at MeGill Uni- 
versity, found it to be an effective coronary 
dilator in laboratory animals, without being 
toxic or depressant. Clinically it significantly 
reduces the number of attacks of angina, and 
it appears to be singularly free from side effects. 
Its final evaluation must await further long-term 
studies. 

Aminophyllin and other purin derivatives, 
notably diuretin and theocalein, have been shown 
in animals to be efficient coronary dilators, but 
a comparable dosage in man would be so great 
as to be out of the question. In the dosage in 
which it is ordinarily used the effect of amino- 
phyllin in angina is doubtful: larger, and there- 
fore more effective, doses are irritating to the 
stomach when taken by mouth, but can be given 
by suppository or intravenously. 

Khellin, an extract from the Egyptian plant 
ammi visnaga, was introduced as a treatment for 
angina in 1946 by Anrep and his associates.® 
In experimental animals it is a good coronary 
vasodilator ; in man it will prevent the character- 
istic electroecardiographie changes of coronary 
insufficiency during exercise. Although clinical 
reports are conflicting it is without doubt effee- 
tive in many eases. Unfortunately it is a gastric 
irritant, so much so that it is frequently im- 
possible to give it in sufficiently large dosage. 

Many other therapeutic proceedures have been 
recommended, but have been found wanting. 
Among these are atropine, papaverine, testoster- 
one, nicotinie acid, quinidine, cobra venom, dia- 
thermy to the cardiae area, x-radiation of the 
thorax, and x-radiation of the adrenals. 
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Surgery in the treatment of angina is only 
just emerging from the experimental stage. The 
number and variety of operations testify to the 
lack of unqualified suecess by any one of them, 
but also to the continuous search being made for 
a better. There are two main groups, those 
operations which merely interrupt pain fibres, 
and those that are concerned with improving the 
blood supply. 


The first group is a neurosurgical one, and success 
is dependent on the fact that pain fibres from the heart 
travel by way of the sympathetic nerves and ganglia, 
passing into the cord through the upper four or five 
posterior thoracic roots. Section of these roots, or the 
equally effective but more extensive operation for re- 
moval of the upper thoracic ganglia, gives the most 
satisfactory results; these are major procedures how- 
ever and require special skills. Aleohol injection of the 
thoracic ganglia carries less operative risk and is effective 
when correctly done, but unfortunately substitutes all 
too frequently a new and more persistent pain, that of 
postoperative neuritis. Few cardiologists are happy about 
recommending operations which merely remove pain 
(and probably have no effect on vasomotor mechanisms), 
but feel that if pain is severe and cannot be otherwise 
controlled resort to such measures is justified. It is not 
true that these operations remove a necessary warning 
signal: minor sensations always take the place of the 
former pain and tell the patient when to stop. 

Two types of operation aim at increasing the coronary 
flow. First are those in which an attempt is made to 
bring in extracardiac vessels. Beck experimented as far 
back as 1932 with grafting various tissues to the myo- 
eardium, finally settling on pectoralis muscle. The mor- 
tality from this operation was high and it was abandoned. 
Other workers used other tissues: omentum was brought 
up through the diaphragm, lung tissue was grafted ‘to 
the heart, and stimulation of the growth of new vessels 
from the parietal pericardium was attempted through 
production by irritants of a sterile adhesive pericarditis. 
Latterly Vineberg1° has embedded the internal mammary 
artery in the ventricular muscle mass, a procedure which 
seems to have promise. These operations in which extra- 
neous sources of blood supply are utilized are theoreti- 
cally effective if one can be certain that the new vessels 
actually enter the ischemic area and remain patent, thus 
establishing a proper gradient of blood flow. A second, 
and different, approach was that of Fauteux,11 who 
ligated the great cardiac vein. He was successful in re- 
lieving angina in a large proportion of his cases, with 
relatively small mortality; it seems likely that his re- 
sults were due largely to mechanical distension of 
existing channels and some retrograde venous flow. 


MANAGEMENT OF THE CASE 


Up to this point the discussion has been con- 
cerned with various therapeutic procedures, 
and the rational basis for their use. In the re- 
maining time an attempt will be made to inte- 
grate the whole treatment picture by approach- 
ing the subject from the viewpoint of the 
patient. 

It is clear that in the ordinary uneomplicated 
ease of mild or moderate angina, all that is 
necessary is to regulate the patient's way of 
life and to instruct him in the proper use of 
nitroglycerin. General principles have already 
been covered: some details remain. 
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In this paper we have been considering so far 
angina pectoris of the chronic type, for which 
bed rest is not ordinarily necessary. Cases are 
frequently encountered however in which the 
onset is abrupt, the patient being able to point 
to the day and hour on which he first found his 
exercise tolerance severely restricted. Such a 
story almost invariably indicates an acute 
coronary occlusion, usually without infarction. 
The abrupt appearance of angina decubitus 
may have the same significance. The patient, if 


seen soon after the onset, will profit from two’ 


or three weeks in bed (longer of course if there 
are objective signs of infarction), and his 
angina may even disappear. Continuance of 
effort pain places him in the group of chronic 
cases. Another type of angina decubitus may 
appear in the early stages of heart failure, 
when the mobilization of retained fluid during 
recumbency increases the circulating blood 
volume and the work of the heart; it is im- 
proved by drying out the patient with mercurial 
diureties.‘2 Angina decubitus which does not 
respond to nitroglycerin may sometimes be pre- 
vented by aminophyllin in full dosage at bed- 
time. 

When discussing digestion the need for rest- 
ing after meals was indicated ; twenty to thirty 
minutes should elapse before any activity is 
undertaken. Meals should be small, and foods 
avoided which tend to cause abdominal disten- 
sion; otherwise there are few restrictions. The 
etiology of arteriosclerosis is not a question for 
discussion in this paper; it would seem that any 
value to be gained from a diet low in fats must 
be at a much earlier stage of the disease, many 
years before the onset of angina. 

Smoking, which ean affect the T-waves of the 
electrocardiogram, should be restricted, but 
need not be prohibited unless the patient is 
sensitive to tobacco and has found from exper- 
ience that it lowers his pain threshold. 

Sufferers from angina may continue to drive 
their cars unless the pain is very easily induced 
or the onset is recent. Sudden death at the 
wheel is dramatic, and is theoretically fraught 
with danger to others, but the number of times 
that it actually occurs is hardly sufficient to 
justify what may be for the patient a major 
hardship. 

Air travel is well tolerated" as long as an 
altitude of about eight thousand feet (the 
equivalent of which occurs in pressurized 
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planes) is not exceeded. It is not sufficiently 
appreciated that patients travelling by com- 
mercial planes are more liable to air-sickness 
than to anoxia; drugs to combat this are of 
course readily available, and should be used. 

Surgery under local anesthesia is permitted. 
Major operations are sometimes necessary as 
emergency measures, and the risk is fairly good 
as long as pain is not too easily induced and 
there has not been a recent coronary occlusion. 
Anoxia and major fluctuations in blood pres- 
sure are to be avoided, and the choosing of a 
good anesthetist is as important as the choos- 
ing of the surgeon. 

As the disease progresses from its milder 
stages (mild only in the sense that pain is not 
easily induced) consideration must be given to 
trial of one or more of the long-term procedures 
described earlier. Obviously the choice will 
depend on several factors, and just as obviously 
the most simple ones should be tried first. These 
are, of course, the administration of amino- 
phyllin, the organic nitrates, the xanthine de- 
rivatives, and khellin. Should these fail, and 
should restriction be severe, one must think of 
more radical measures. Reduction of the basal 
metabolic rate by radioactive iodine, after this 
procedure has emerged from the experimental 
stages, may prove to be the next step. Surgery 
is left. Each of the operations which have been 
designed to improve the coronary blood supply 
carries with it a considerable operative risk 
which the patient must accept as preferable to 
his pain. Moreover, each is still at the stage 
where it is seldom if ever done by any surgeon 
except the one who developed it. Whether these 
operations are superior in prolonging life to the 
safer neurosurgical operations which merely 
interrupt pain fibres, cannot as yet be said; 
theoretically they should be. The choice of oper- 
ation for some time to come will probably 
depend as much on the availability of the sur- 
geon as on any other factor. 

The psychological aspects of angina pectoris 
are of major importance in view of the sinister 
reputation which the disease has acquired 
among the laity. It should be our aim at the 
outset to allay this fear and to inculeate in the 
patient a philosophical attitude such as will 
enable him to live with his illness. The average 
duration of life after the onset is at least eight 
years, and most practitioners can recall pa- 
tients who have lived for more than twenty. 
These facts should form the basis for an 
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optimism to be actively passed on to the pa- 
tient. If possible it is better to avoid the use of 
the word angina. The patient can be told, 
truthfully, that he has a form of arterial dis- 
ease which is found to some degree in practi- 
eally every middle-aged person, but that it is 
his bad luck to have it in such a manner that 
it is interfering with adequate blood flow to the 
eardiae muscle. The simile of an iron pipe with 
a rusty lumen is useful. Above all he must be 
reassured that his illness is compatible with a 
useful life and that activity below the level of 
distress is not only harmless but actually 
beneficial. 

The physician must prevent an anxiety 
neurosis from being added to the organie dis- 
ease. This requires careful psychological as- 
sessment not only of the patient, but sometimes 
of his close relatives. The next-of-kin should 
usually be told that although the prognosis is 
relatively good, the danger of coronary oc- 
clusion or sudden death is always present. This 
cannot however be foreseen or foretold, and 
the possibility should not interfere with the 
program of activity and treatment prescribed 
by the physician. Relatives should shield the 
patient from situations charged with emotional 
tension, but should not be overly solicitous. Oc- 
easionally small doses of barbiturate over a 
period of days or even weeks will be of great 
help in overcoming the understandable anxiety 
that may sometimes be seen in the early stages 
of treatment, and will secondarily lessen the 
number of attacks of pain. Opium and its 
derivatives are contraindicated. 

In econelusion, we must not lose sight of the 
fact that we are dealing with a chronic disease, 
and that sometimes treatment of the patient 
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must take precedence over treatment of his ill- 
ness. Situations arise in which, because he must 
support his family, or for other good reasons, 
he is unable to do everything that strict medi- 
cal management would demand. Our profes- 
sional training has developed in us a philosophy 
which may cause us to rebel if the patient, 
knowing all the facts, chooses to run the risk 
of shortening his life in order to retain his 
peace of mind. We must accept his motives, and 
the therapist in us must under such circum- 
stances give way to the humanitarian. 


SUMMARY 


Rational management of a case of angina 
pectoris depends on a thorough understanding 
of the underlying coronary arterial disease, and 
of the concept of coronary insufficiency. The 
main objectives of treatment are (a) to lighten 
the work of the myocardium through regulation 
of the patient’s life, and by certain therapeutic 
procedures; and (b) to improve the coronary 
circulation and to lessen pain either by the use 
of drugs or by surgery. The relative value of 
these various procedures has been discussed. 
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LE TRAITEMENT DE L’ANGINE 
DE POITRINE 


J. H. Palmer, M.D., F.A.C.P., 
F.R.C.P.[C. et Lond. ] 


Montreal, Que. 


UAND Heberden sépara le- syndréme par- 
ticulier qui fait le sujet de cet article des 
autres douleurs du thorax, il n’en connaissait 
nullement la pathologie ni méme l’origine ecardi- 
aque. Dans de telles conditions, le traitement ne 
pouvait étre qu’empirique. Depuis lors cet: état 


de choses n’existe plus et la connaissance de la 
physiologie pathologique qui est 4 la base de 
Vaffection permet qu’on la traite dorénavant de 
facon tout 4 fait rationnelle. 

On peut décrire sommairement l’angine de 
poitrine comme la douleur résultant d'une 
ischémie temporaire, localisée et réversible du 
myocarde. Dans la grande majorité des eas le 
fait anatomique est le rétrécissement et l'occlu- 
sion des artéres coronaires sclérosées. La maladie 
coronarienne syphilitique tend 4 devenir rare au 
Canada; d’autres lésions cardiaques sont occa- 
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sionnellement en cause. On a émis des doutes que 
le spasme des coronaires fut une cause de la 
douleur; il est probable que le fait doit parfois 
se produire. 

L’obstruction de la lumiére d'une artére 
sclérosée est d’ordre mécanique, et partant ne 
peut céder a l’action de vaso-dilatateurs. Le fait 
est d’importance primordiale et montre pourquoi 
toute augmentation de débit sanguin en amont 
de l’obstruction doit se faire par voie de vais- 
seaux collatéraux agissant comme chemins de 


détour. En soi le rétrécissement coronarien sert:’ 


puissamment a ouvrir de facon permanente ces 
canaux accessoires; il peut alors en résulter une 
cessation spontanée de l’angine de poitrine. Et 
eest ainsi que le traitement consiste principale- 
ment 4 obtenir une dilatation artificielle de la 
circulation collatérale au moyen de médicaments 
ou de procédés chirurgicaux. 

Comme tout autre muscle le myocarde devient 
le siége de douleurs chaque fois qu'il est foreé 
de travailler sans un apport suffisant de sang. 
On appelle réserve coronarienne la différence 
entre la somme de travail fourni par Je cceur au 
repos et celle qui développe une douleur chez 
le malade atteint de maladie coronarienne. Et 
e’est ici que se place le deuxiéme objectif im- 
portant du traitement, a savoir éliminer autant 
que possible tous facteurs anormaux et inutiles 
qui épuisent cette réserve, et ainsi accroitre chez 
le malade les activités nécessaires a une existence 
normale. 

Si le malade reste impotent en dépit de toutes 
ces mesures, on aura recours a d'autres moyens 
thérapeutiques. Certains d’entre eux ont des 
inconvénients: danger accru de morbidité ou de 
mortalité; effets secondaires désagréables ou 
facheux; recours a des techniques hautement 
spécialisées et non encore mises au point. On 
passera outre ces objections néanmoins s'il est 
indiqué d'une facon urgente de soulager le 
malade; exceptionnellement méme_ 1] élément 
douleur commandera a lui seul wn traitement 
approprié. 

L’espace nous manque pour donner ici en 
détail toutes les particularités du traitement. 
Nous nous contenterons done d’en donner les 
grandes lignes, pour ensuite en décrire l’applica- 
tion dans les cas individuels. 


LA DETERMINATION DES FACTEURS QUI EPUISENT 
LA RESERVE CORONARIENNE 


Il importe avant tout de traiter toute nraladie 
associée. On fera tout particuliérement le dé- 
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pistage d’infections chroniques (notamment la 
syphilis), les affections gastro-intestinales, 
Vhyperthyroidie, le diabéte et toute forme 
d’anémie. On remédiera a lobésité. ka plupart 
des malades atteints d’angine de poitrine pré- 
sentent de hypertension, qui accroit le travail 
du ceur; on la traitera par les méthodes ordi- 
naires, utilisant avee précaution et dans les cas 
choisis le thiocyanate de potassium et le 
veratrum viride. A mon avis, il y a contre-in- 
dication de pratiquer la sympathectomie dorso- 
lombaire & cause du danger réel de provoquer 
une occlusion coronarienne. 

Une seule régle générale préside a la diree- 
tive des activités physiques, 4 savoir: leffort 
doir cesser avant que la douleur n’apparaisse. 
D’un autre c6té il est reeommandable, et dé- 
sirable dans le cas de jeux récréatifs, de faire 
des efforts qui n’oceasionnent pas de malaises. 
L’exercice modéré est un bon vaso-dilatateur, 
et cest lui qui rend compte de ce phénoméne 
que présente lindividu qui, aprés cessation 
d'une attaque d’angine, peut sur le champ se 
livrer sans malaises a des exercices encore plus 
ardus. On évitera les efforts de défécation et 
ceux que représente la levée de poids lourds. 

L’émotion rivalise parfois avee leffort physi- 
que pour provoquer la douleur. Le muscle 
cardiaque n’est malheureusement pas 4 méme 
de faire la différentiation entre l’effort qwil 
fait dans la montée d'une ecdte et celui qui ré- 
sulte de la décharge d’adrénaline au cours d'un 
aeeés de colére ou du spectacle excitant d'une 
joute de hockey. 

Le travail du ceur dépend avant tout des 
besoins essentiels de la circulation de l’organ- 
isme. Ces besoins varient de temps a autre. 
C’est ainsi quils augmentent durant la diges- 
tion ou lorsque le corps se refroidit, et la 
douleur est déclanchée par cette déperdition 
de la réserve coronarienne. Dans de telles 
conditions on fera bien de limiter, ou mieux 
encore, d’éviter les efforts. 

On peut citer ici comme mesure thérapeutique 
spéciale labaissement du taux métabolisme basal 
comme moyen d’alléger le fardeau circulatoire. 
C’est ainsi qu’on en est venu 4 faire l’essai du 
thiouracil et de ses dérivés, dans certains cas 
choisis, quand on eut la preuve que la thyroidec- 
tomie totale pouvait soulager la douleur angi- 
neuse. Bien qu'il soit fait mention de bons 
résultats, on ne recommande pas l'emploi du 
thiouracil 4 moins d’un contréle rigoureux de 
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laboratoire parce qu'il est difficile de réduire 
suffisamment ‘le taux du métabolisme basal chez 
un individu normal et que la drogue peut 
s'avérer dangereusement toxique. Plus récem- 
ment on a préconisé la destruction de tissu 
thyroidien par l’emploi diode radio-actif, un 
procédé encore a l’essai mais dont les résultats 
sont déja assez encourageants pour qu’on puisse 
lui prédire un avenir brillant dans le traitement 
de l’angine. 


LE TRAITEMENT D' ATTAQUES INDIVIDUELLES 


La planche de salut du traitement médicamen- 
teux dans l’angine de poitrine est toujours la 
nitroglycérine, et dans bien des eas il n’est pas 
besoin d’autres drogues. On emploie rarement 
de nos jours le volatile nitrite d’amyle, bien qu'il 
agisse en quelques secondes, parce qu'il est 
désagréable 4 lodorat; moins cotitteux et presque 
aussi rapide d’action est le nitrite d’octyl, que 
lon respire 4 travers un inhalateur. L’effet de 
la nitroglycérine se fait sentir en une minute, 
elle n’est pas cotiteuse et peut étre prise sans 
qu il n’y paraisse. Ecraser un comprimé entre les 
dents donne des résultats plus rapides que si 
l'on le laisse se dissoudre sous la langue; a 
recommander au malade de rester ensuite une 
minute sans avaler. Comme effets secondaires 
fréquents mentionnons les maux et battements 
de téte, dans lesquels cas on prendra de plus 
petites doses que le 1/100 grain prescrit habitu- 
ellement. La nitroglycérine soulage la douleur 
presque invariablement, sans danger de tolér- 
ance. Son effet dure de dix a trente minutes; 
on peut le répéter plusieurs fois par jour; 
l'empoisonnement est pratiquement inconnu. 

Tout aussi importante que le traitement im- 
médiat des crises d’angine est leur prévention 
immédiate par la nitroglyeérine. Un comprimé 
pris deux ou trois minutes avant de s’adonner a 
quelque activité indispensable qui s’accompagne 
ordinairement de douleur, fait rétroeéder cette 
douleur de telle sorte que le malade peut monter 
son escalier ou s‘oceuper sans encombre d'une 
affaire pressante. On devrait fortement encour- 
ager l’emploi prophylactique de la nitroglycérine, 
et assurer au malade qu'il vaut infiniment mieux 
prendre quelques comprimés méme si on ne les 
juge pas nécessaires plut6t qué de s’exposer a 
une seule crise douloureuse. 

Faute de nitroglycérine l’'aleool peut apporter 
un prompt soulagement. C’était le traitement de 
faveur au temps de Heberden jusqu’a ce qu’on 
utilisat le nitrite d’amyle 4 la suggestion de 



















































Lauder Brunton en 1867. Il appert de travaux 
récents que l’aleool n'est pas un dilatateur des 
coronaires. son effet lui vient d’une part de 
quelque vertu anodyne et d’autre part de la 
confiance que le grand public acecorde au 
brandy comme reméde souverain et immédiat 
de la plupart des maux dont souffre humanité. 


TRAITEMENT PREVENTIF A LONG TERME 


Dans les cas graves se pose indication im- 
périeuse d'une forme de traitement qui assurera 
pour une période de temps prolongée un degré 
de vaso-dilatation comparable 4 celle que donne 
la nitroglycérine durant les quelques minutes 
qu'elle garde son efficacité. Et c’est parece que 
les drogues se sont avérées insuffisantes que l’on 
tend de plus en plus a s’adresser 4 la chirurgie. 

En général les médicaments vaso-dilatateurs 
n’ont guére été efficaces comme traitement pré- 
ventif 4 long terme, et certains placébos ont trés 
souvent donné a leur place d’aussi bons ré- 
sultats. Il en est cependant qui se sont montrés 
trés utiles dans certains cas particuliers. Aussi 
bien, le médecin est-il justifié d’en faire l’essai 
un par un ou en combinaisons dans l’espoir de 
réussir dans l'une ou l'autre tentative. 

On emploie depuis cinquante ans le tétanitrate 
d’erythrol, lhexanitrate et le pentranitrate -de 
mannitol, mais ils n’ont jamais été populaires. 
Leur effet, se rapprochant de celui du trinitrate 
de glyceryl (nitroglycérine), apparait plus tar- 
divement, se prolonge pendant plusieurs heures 
et n'est que trop souvent neutralisé par une 
intense céphalée. A ce groupe se rattache le 
trinitrate de triéthanolamine, dont nous avons 
fait réeemment l’essai. Melville et Lu, du dé- 
partement de Pharmacologie de l'Université 
MeGill, lui ont découvert des propriétés vaso- 
dilatatrices importantes sur les coronaires d’ani- 
maux de laboratoire, en plus d’étre dénué de 
toxicité et d’effets dépressifs. Du point de vue 
clinique il diminue econsidérablement le nombre 
des crises d’angine, ne provoquant que trés peu 
deffets secondaires. Des études plus poussées 
sont nécessaires pour se prononeer définitive- 
ment sur sa valeur. 

D’autres vaso-dilatateurs coronariens se sont 
avérés efficaces chez animal, a savoir l’amino- 
phylline et autres dérivés de la purine tels que 
la diurétine et la théoealeine, mais il en faudrait 
comparativement de telles doses chez Il étre 
humain qu’elles en prohibent l’emploi. A doses 
ordinaires on doute de l’effet de l'aminophylline 
dans l’angine; par la voie orale des doses plus 
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fortes et par conséquent plus efficaces sont irri- 
tantes pour lestomac, mais elles peuvent étre 
données en injections intraveineuses ou sous 
forme de suppositoires. 

C’est en 1946 qu’Anrep et ses collégues pré- 
conisérent pour l’angine l'emploi de la khelline, 
un extrait d'une plante égyptienne, l’amni 
visnaga. Expérimentalement e’est un bon vaso- 
dilatateur des coronaires; chez l’étre humain il 
prévient l’apparition de ces changements électro- 
cardiographiques d’insuffisance coronarienne qui 
sont earactéristiques au cours de l’exercice. En 
dépit de rapports contradictoires il est possible 
que certains malades s’en trouvent bien, malheu- 
reusement il est irritant pour l’estomae au point 
d’en proscrire l’emploi 4 des doses thérapeutiques 
suffisamment élevées. 

De nombreux autres agents thérapeutiques ont 
été essayés mais sans suecés. Entre autres citons 
l'atropine, la papavérine, le testostérone, l’acide 
nicotinique, la quinidine, le venin de cobra, la 
diathermie sur la région précordiale, lirradia- 
tion du thorax et celle des adrénales. 

La chirurgie dans le traitement de l’angine 
sort 4 peine du stage de l’expérimentation. Les 
interventions nombreuses et variées attestent de 
leurs insuccés relatifs méme, mais elles indiquent 
aussi que l’on ne ecesse de rechercher l’opération 
idéale. Il est deux sortes d’interventions. prin- 
cipales, celles qui ont pour unique effet d’inter- 
rompre la fibre conductrice de la douleur, et 
celles qui tendent 4 améliorer le débit sanguin. 


La neuro-chirurgie comprend le premier groupe, et 
elle est basée sur ce fait que les nerfs sensitifs du ccur 
empruntent la voie des faisceaux et ganglions sympathi- 
ques, gagnant la melle par les quatre ou cing hautes 
racines thoraciques postérieures. Les résultats les plus 
satisfaisants dérivent de la section de ces racines, ou 
de l’ablation des ganglions thoraciques supérieurs, une 
intervention plus importante mais tout aussi efficace; 
cela est de la grande chirurgie cependant, 4 laisser entre 
les mains d’opérateurs compétents. L’injection d’alcool 
dans les ganglions thoraciques est une intervention 
efficace quand elle est bien faite et présente beaucoup 
moins de risques, malheureusement elle donne naissance 
& une douleur nouvelle et plus persistante, celle de la 
névrite postopératoire. Rares sont les cardiologues qui 
se complaisent & recommander une opération qui ne sert 
qu’& enlever la douleur (et qui n’agit vraisemblablement 
pas sur le mécanisme vasomoteur), mais ils estiment 
devoir y avoir recours dans le cas de douleur rebelle au 
traitement. I] n’est pas vrai qu’on fait disparaitre ainsi 
un signal d’alarme indispensable; la douleur est alors 
remplacée par des sensations mineures commandant au 
malade de s’arréter. 

Deux sortes d’opérations tendent A accroitre le débit 
coronarien. Citons en premier lieu celles dont 1’objectif 
est d’amener au ceur des vaisseaux extra-cardiaques. 
Déja en 1932 Beck fit 1’expérience de la greffe de divers 
tissus au myocarde, en choissisant finalement le muscle 
pectoral, une intervention t6ét abandonnée & cause de la 
haute mortalité opératoire. D’autres tissus furent 
employés: 1’épiploon fut remonté a travers le dia- 
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phragme, du tissu pulmonaire greffé au ceur, et on tenta 
de stimuler la formation de néo-vaisséaux du péricarde 
pariétal en provoquant au moyen d’irritants une péri- 
cardite stérile adhésive. Récemment Vineberg enfouit 
l’artére mammaire interne dans la masse ventriculaire, un 
procédé qui semble se révéler prometteur. En théorie ce 
nouvel approvisionnement de sang venant d/’ailleurs 
devrait rendre de réels services pour autant que 1’on ait 
la certitude que les nouveaux vaisseaux pénétrent bien 
dans la zéne ischémiée et que la circulation continue de 
s’y faire librement. Une deuxiéme technique, différente, 
fut celle de Fauteux, qui fit la ligature de la grande 
veine cardiaque. I] réussit & soulager l’angine dans une 
grande proportion de ses cas, avec un taux relativement 
peu élevé de mortalité. On peut attribuer ses résultats en 
majeure partie 4 la distension mécanique de vaisseaux 


-‘existants et & une circulation veineuse rétrograde accrue. 


CONDUITE DU CAS 


Il a été question jusquwici des divers procé- 
dés thérapeutiques et de leur emploi rationnel. 
Il resterait maintenant 4 compléter le tableau 
thérapeutique entier en tenant compte cette 
fois du point de vue du malade. 

Dans les cas ordinaires non compliqués 
d’angine légére ou modérée, tout ce qui importe 
de faire est de régulariser le modus vivendi du 
patient et lui apprendre comment se servir de 
la nitroglycérine. Les principes généraux ayant 
été posés, voyons les détails qui restent. 

C'est la forme chronique de l’angine de 
poitrine, pour laquelle il n’est pas habituelle- 
ment nécessaire de s’aliter, qui a fait jusqu’ici 
le sujet de cet article. Fréquents cependant sont 
les cas oti le début est brusque, le malade lui- 
méme pouvant fixer le jour et lheure ot lui 
fut révélée son intolérance 4 leffort. Il s’agit 
alors presque a coup str d'une occlusion 
coronarienne aigué, habituellement sans _ in- 
faretus. L’apparition soudaine de l’angine de 
déeubitus peut avoir le méme signification. Sil 
est vu tot aprés ce début, le malade bénéficiera 
d'un séjour au lit de deux 4 trois semaines 
(davantage sil présente des signes objectifs 
d‘infaretus), et son angine peut méme dis- 
paraitre. L’angine d’effort continue-t-elle que 
son état évolue désormais vers la chronicité. 
Une autre forme d’angine de décubitus peut 
apparaitre dans les phases premiéres de l’insuf- 
fisance cardiaque, quand la mobilisation des 
liquides retenus dans la position couchée ac- 
croit le volume de la circulation sanguine et le 
travail du ceur; on soulage alors le malade au 
moyen de diurétiques mercuriels. L’angine de 
décubitus que n’amende pas la nitroglycérine 
peut parfois étre prévenue par l’emploi d’amino- 
phylline 4 hautes doses 4 l’heure du coucher. 

Sur le propos de la digestion il importe 
d’‘insister sur le besoin de repos aprés les repas, 
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et laisser s’écouler vingt 4 trente minutes avant 
de reprendre toute activité. Peu de restrictions, 
sauf éviter de prendre des repas trop copieux 
et des aliments qui causeraient une dilatation 
abdominale. Il ne sera pas question des causes 
de l’artério-sclérose; de toute facon un régime 
pauvre en graisses n’a de valeur que s'il est 


institué longtemps avant l'apparition des 
premiers signes d’angine. 

Comme les ondes T de l’électrocardiogramme 
sont affectées par l’usage du tabae, on recom- 
mande au malade d’en user modérément, quitte 
a Vinterdire tout 4 fait sil s’y montre intolé- 
rant au point que fumer exacerbe sa douleur. 

A moins que le début des crises soit récent et 
la douleur facile 4 provoquer, les angineux 
peuvent conduire de conduire leurs auto- 
mobiles. La mort subite au volant est dramati- 
que et représente un danger pour autrui, mais 
de tels incidents sont assez peu fréquents pour 
constituer pour le malade un ineonvénient im- 
portant. 

Les angineux ne sont pas incommodés par les 
voyages en avion si celui-ci ne dépasse pas une 
altitude de huit mille pieds (ot la pression est 
celle d'un avion a air comprimé). Les malades 
voyageant dans des avions commerciaux sont 
plus sujets au mal d’air qu’ad l’anoxie; il leur 
est facile alors de se procurer et de prendre des 
médicaments a cet effet. 

La chirurgie sous anesthésie locale est per- 
mise. Il est parfois nécessaire comme mesure 
d’urgence de pratiquer des opérations majeures 
qui ne comportent pas trop de risques si le 
malade est assez quiescent et n’a pas eu une 
occlusion coronarienne récente. On évitera 
lanoxie et les fluctuations importantes dans la 
tension artérielle, et le choix d’un bon anesthé- 
siste s’avére ici tout aussi important que celui 
du chirurgien. 

Lorsque la maladie entre dans une phase plus 
grave (que les crises douloureuses se font plus 
fréquentes), il faut alors songer 4 faire l’essai 
de lun ou de plusieurs des traitements 4 long 
terme dont il a déja été question. Il va sans 
dire que ce choix tient 4 plusieurs facteurs et 
aussi que l’on devra tout d’abord mettre en 
ceuvre les moyens les plus simples. Parmi ces 
derniers mentionnons l’administration de l’ami- 
nophylline, des nitrates organiques, des dérivés 
de la xanthine et l’emploi de la khelline. Ces 
drogues échouent-elles il faudra avoir recours 4 
des mesures plus radicales. On ferait bien de 





tenter aprés d’abaisser le taux du métabolisme 
basal par liode radio-actif lorsque cette méthode 
aura été mise au point. Reste la chirurgie. 
Chacune des opérations destinées 4 accroitre le 
débit sanguin dans les coronaires comporte un 
grave risque opératoire, et ce risque ec’est au 
malade qu il revient de le choisir de préférence 
a sa douleur. D’ordinaire nul autre que le chir- 
urgien qui a coneu l'une de ces techniques 
opératoires ne se risque 4 la pratiquer. On ne 
peut encore affirmer, bien qu’en théorie il en 
soit ainsi, si ces interventions réussissent davan- 
tage a prolonger la vie que les opérations neuro- 
chirurgicales moins risquées et qui ne font 
qu'interrompre les fibres sensitives. D’ici quelque 
temps il se peut que la disponibilité du chir- 
urgien ait autant d’influence sur le choix de 
lopération que sur n’importe quel autre facteur. 

Les aspects psychologiques de l’angine de 
poitrine acquiérent une importance grandissante 
en regard de la facheuse réputation que la 
maladie s'est faite au sein du public. I] nous 
ineombe le devoir dés les débuts d’apaiser cette 
erainte et de développer chez le malade une 
attitude philosophique qui lui permette de mener 
une existence quasi normale. La durée moyenne 
de la vie aprés le début de l’affection est d’au 
moins huit ans, et elle peut méme aller jusqu’& 
vingt ans ainsi que l’attesteront la plupart des 
praticiens. Il y a la de quoi développer un 
optimisme de bon aloi chez un malade, devant 
lequel il serait peut-étre bon de ne pas se servir 
du terme d’angine de poitrine. On pourra lui 
confier, sans faire atteinte 4 la vérité, qu ‘il souf- 
fre d’une forme de maladie artérielle, et que 
e’est aussi vraisemblablement 1a le lot de presque 
tous les individus d’Age moyen, mais que mal- 
heureusement dans son eas le muscle du ceur 
ne recoit pas une quantité suffisante de sang. On 
lui fera au besoin la comparaison du tuyau de 
fer dont la lumiére est obstruée par la rouille. 
Il importe avant tout de le rassurer en lui 
disant que sa maladie est compatible avee une 
existence utile, et qu'il ne lui est pas nuisible, 
mais au contraire profitable, de se livrer a 
quelque activité pour autant qu'elle ne provoque 
pas chez lui de douleur. 

Le médecin aura soin de veiller 4 ce que l’af- 
fection organique ne se complique pas dune 
névrose d’anxiété, e’est pourquoi il se doit de 
tenir rigoureusement compte du psychisme non 
seulement du malade mais aussi de ses proches. 
Bien que le pronostie soit relativement bon, la 
famille sera habituellement avertie du danger 
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toujours présent d'une occlusion coronarienne ou 
d'une mort subite, éventualités qui ne peuvent 
étre prédites ni prévues mais qui ne devraient 
pas entrer en conflit avee le programme d’ac- 
tivité et le traitement prescrits par le médecin. 
Les parents veilleront 4 écarter du malade des 
choes émotifs, sans cependant pour cela faire 
preuve dune sollicitude outrée. A loceasion on 
fera prendre au malade des petites doses de 
barbiturates pendant quelques jours et méme 
quelques semaines, ce qui l’aidera grandement. 
non seulement a calmer l’anxiété bien légitime 
qu'il peut éprouver au début mais aussi 4 dimi- 
nuer le nombre de ses crises douloureuses. 
L’opium et ses dérivés sont contre-indiqués. 
Disons, en terminant, qu ‘il importe de garder 
présent a lesprit ce fait que nous sommes en 
présence d’une affection organique, et que le 
traitement du malade lui-méme a parfois pré- 
séance sur le traitement de sa maladie. I] ne 
lui est pas toujours possible de suivre toutes 
les directives de son médecin parce qu'il a une 
famille a faire vivre ou pour d’autres raisons 
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L. W. C. Sturgeon, M.D., D.P.H., F.A.P.H.A. 
Welland, Ont. 


A HEALTH unit by definition, is a union of 
municipalities for the purpose of promoting 
better preventive medical practices, using full- 
time employees who possess special qualifica- 
tions. Health units are now operative in all 
provinces of the Dominion. In some of these 
provinees, health units are responsible for the 
public health of all the people but in others 
some areas still are without full-time personnel. 
The general practitioner has always been an 
important person in the promotion of better 
public health practices. As far as organized 
medicine is concerned, one of the objects of 
the Canadian Medical Association, at its first 
meeting was the promotion of health and the 
prevention of disease. Within recent years,’ * 4 
the Association has been more specific in its 
statements on conditions necessary for the im- 
provement of medical practice among the 
population of Canada. This Association has out- 
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aussi valables. Par suite de notre entrainement 
professionnel nous nous indignous 4 la pensée 
qu’un malade, en pleine connaissance de cause, 
risque d’abréger sa vie pour rester en paix avec 
lui-méme et ses semblables. Il nous faut ac- 
cepter ses motifs, et ne pas permettre a nos 
vues thérapeutiques de prendre le dessus sur 
nos conceptions humanitaires. 


RESUME 


La conduite rationnelle a tenir dans un cas 
d’angine de poitrine est fondée sur une compré- 
hension parfaite de la lésion coronarienne en 
cause et sur le concept de linsuffisance aes 
artéres coronaires. Les principaux objectifs du 
traitement sont d’abord d’alléger le travail du 
myocarde en imposant au malade une existence 
réglée et certaines mesures thérapeutiques, 
ensuite d’améliorer la circulation coronarienne 
et calmer la douleur au moyen de médicaments 
ou dinterventions chirurgicales. Et ce sont ces 
procédés, ainsi que leur valeur relative, qui ont 
fait le sujet de cet article. 


lined the basic requirements for an adequate 
preventive program as follows: 


1. Prevention of such acute communicable diseases as 
lend themselves to control by immunization. 

2. Control of chronic communicable diseases, includ- 
ing diagnostic facilities and treatment, e.g., tuberculosis 
and venereal diseases. 

3. Supervision of environmental sanitation, including 
water supplies, sewage and refuse disposal, adequate 
housing, ete. 

4. Adequate supervision of food and food-handling 
establishments. 

5. Supervision of the health of students in both 
elementary and secondary schools including services for 
infants and preschool children. 

6. Adequate prenatal and postnatal care. 

7. Provision of suitable record centres for clinical 
reports and vital statistical information. This informa- 
tion should be maintained and made available in a 
manner to be of value to the health of the nation. 

8. Provision for Mental Hygiene. 

9. Utilization and remuneration of the family doctor 
in implementing the preventive program. 


These statements appear as part of the report 
of the Committee on Economies in relationship 
to health insurance. Whether or not health 
insurance becomes a reality, we should assume 
that the requirements for preventive medical 
services will still exist. 

Associated with these proposals has been the 
recognition that no type of Medical Service can 
be effective unless certain other conditions are 
fulfilled. These are stated as follows: (a) Diag- 
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nostic services. (b) An approved standard of 
living. (ce) Hospital services. (d) Medical and 
allied services for remote areas. (e) Complete 
services for Welfare groups. (f) And finally— 
the most important—edueation of both the 
publie and the profession. 

In relation to the basic requirements for an 
adequate preventive program, the duties of the 
staff of a health unit can be divided into: (1) 
statutory; (2) non-statutory. 

Prevention of acute communicable diseases.— 
Statutory duties developed first in the history 
of preventive medicine because the public was 
faced with the necessity of coping with epi- 
demics. However, much communicable disease 
has been controlled. A family physician, Wm. 
Jenner, was one of the first to prevent disease 
through the establishment of vaccination for 
smallpox. Immunization or vaccination to pre- 
vent diphtheria, typhoid fever, tetanus, whoop- 
ing cough, smallpox and other infectious dis- 
eases, are well known to all of you. While 
statutory duties in connection with the control 
of communicable disease can only be earried 
out by health officers or their agents, the 
family physicians have certain responsibilities 
in the matter of reporting. Certainly at present, 
the reporting of infectious diseases is not what 
it should be. Reporting is important, not only in 
the control of communicable diseases, but in 
addition gives an index of morbidity. 

Health departments have had, of necessity, 
to assume responsibility for many immunizing 
procedures which rightly should be done by the 
family physician in his own office as part of his 
role as health adviser to the community. I am 
sure that all health offeers and their staffs 
recognize this fact. 

Chronic communicable diseases.—Health de- 
partments and their executive officers have 
definite responsibilities of a statutory nature in 
the control of chronic communicable diseases. 
These deal with the enforcement of regulations 
under the various Acts concerning venereal 
disease and tuberculosis. The control of chronic 
communicable disease, including diagnostic and 
treatment facilities, cannot be divorced from 
those who carry out treatment of.these diseases 
entirely. However, we know that the family 
physician is still responsible for finding the 
greatest number of cases of tuberculosis. The 
responsibility of finding and follow-up of con- 
tacts of cases can probably best be done by an 


organized health department through their 
public health nurses and other agents. The 
Same is true for venereal disease. The family 
physician can, and does, make a very great 
contribution towards the effectiveness of the 
program by his advice to, and influence on, 
cases and contacts. In the case of venereal dis- 
ease, all too often, the treatment becomes a 
function of the out-patient department of a 
hospital or Government clinic. The treatment, 
therefore, becomes non-personal. This is not 
good. The treatment entails more than giving 
penicillin, arsenic or other drugs. The family 
physician, in the réle of a psychiatrist, can do 
a great deal towards the adequate treatment of 
the condition. 

Environmental sanitation. — The supervision 
of environmental sanitation, including the 
supply of good water, adequate sewage and 
refuse disposal, housing, ete., primarily belongs 
to an engineer and secondarily, the health de- 
partment. There are many statutory duties in 
connection with the provision of a good water 
supply and other components which ordinarily 
are handled on the provincial level. However, 
the family physician in the community per- 
forms an invaluable réle in educating the 
public mind as to the necessity of these requi- 
sites of good living. 

Supervision of food and food-handling estab- 
lishments. — This can be considered a statu- 
tory duty of the health department but nutri- 
tion and the proper use of good food is an edu- 
cational function of the family doctor. Veteri- 
narians are becoming more widely employed by 
health departments in the matter of food con- 
trol through their supervision of primary 
producers. They can often contribute a great 
deal to the control of diseases transmitted from 
animals to man. 

School health supervision. — The statutory 
duties of a health department are concerned 
with seeing that school buildings are properly 
constructed in the first instance, and main- 
tained in such condition as to protect the health 
of children attending them. As far as the health 
of the students is concerned, the duty of the 
health department is to develop health habits 
among the school population. These efforts 
should be integrated with those of the educa- 
tional authorities. The family physician can 
make a very valuable contribution in the earry- 
ing out of examinations of students when they 
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commence their school careers and thereafter 
as required. These should not be cursory, but 
rather complete and careful examinations. 
Other laboratory examinations should be made 
at the same time. During the child’s school 
career, the health department may refer the 
child to the family physician; this may be a 
periodic examination or for the correction of 
defects. The family physician can encourage 
parents to have periodic examinations for the 
assessment of the health status of the child, 


correcting defects where necessary in their 


earlier stages. 

The program for secondary school students 
is different. These young adults, very shortly, 
will become the fathers and mothers of the 
succeeding generation and here the family 
physician needs to earry out a counselling pro- 
gram to prepare the student for his part in 
protecting the health of future children. This is 
fundamentally a health counselling service for 
both the family physician and secondarily, the 
health worker. 

Maternal, infant, and preschool hygiene.— 
This should be an important function of the 
family physician. Some provinces pay a 
nominal fee for a prenatal examination. The 
statutory duty of a health department is to 
keep records of infant mortality, stillbirths and 
maternal deaths. The non-statutory duties are 
concerned with ensuring that the expectant 
mother receives proper prenatal care through 
her family physician. The public health nurses 
ean, and should, only supplement the activities 
of the family physician and ‘if all work as a 
team, great strides could be made in the reduc- 
tion of infant mortality. After the child is born, 
this same teamwork should be in evidence to 
ensure that the child survives the infant period 
and has a firm foundation laid in the preschool 
period. The public health nurse can be of great 
help in solving many of the post-natal problems 
through education and counselling of the 
mother during the prenatal period. Most of the 
post-natal problems can be reduced through the 
activities of the public health nurse working in 
the child health conference or making home 
visits. The advice given by the nurse should 
conform to that recommended by the family 
physician. 

Records and vital statistics—It has been 
stated that the health department has a statutory 
duty in the matter of keeping records and vital 
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statistics; if these are used properly, they can 
be invaluable to the family physician. In addi- 
tion, he should not lose sight of the fact that 
health officers have been trained in record keep- 
ing and their advice can be very useful to the 
practicing physician. 

The provision of mental health._—The family 
physician is, by tradition and also by his know]l- 
edge of the family, the person who ean practice 
the most effective mental health. The health de- 
partment and its agents such as psychiatrists, 
public health nurses and others, ordinarily 
should only complement his position in the 
family circle. This would consist of history- 
taking and other investigations which can prove 
invaluable in helping out the busy doctor. 

Health education.—In the field of health edu- 
cation a health department can make a great 
contribution towards the promotion of positive 
health within the population. Similarly, by keep- 
ing the active profession aware of the state of 
health in the community, it can make an im- 
portant addition to the knowledge of the pro- 
fession in general regarding morbid conditions. 

The greatest contribution of the family physi- 
cian is made towards his patients as individuals. 
The average person is informed through all the 
media that exist for entertainment, education 
or propaganda, such as the press, radio, tele- 
vision or printed word. Our experience is that 
the average person is alert to his needs and 
desires to maintain or improve his health and 
generally looks to his family physician as an 
authority on what he has read or seen. In a 
general way, the health department can give 
factual information to the family and _ this 
should be borne in mind by the busy prac- 
titioner, not neglecting the individual but 
supplementing the doctor’s information to the 
individual. 

I have dealt with some aspects of a program 
of preventive medicine which has been con- 
sidered satisfactory by your own organization. 
There are other programs that have been carried 
out by health departments, some wisely, others 
unwisely. Statutory duties have changed through 
the development of controls available for com- 
municable disease, however, in other fields they 
have been extended by the change from a rural 
to an urban population. These are sufficient to 
keep the average health department busy and 
they welcome greater participation in preventive 
practices by the family physician. 











Canad. 


ai a . 
dane ont, oo es BEATON AND OTHERS: 


PLasMA GLUTAMIC ACID 








219 


a 


Family physicians are looked up to in the 
community and their advice sought in all 
matters, particularly those concerned with the 
health of the family. When the family physician 
ceases to perform this valuable function, he loses 
something. Collectively, the profession may be 
criticized by certain organizations or groups but 
individually, the family physician still ranks 
high in the minds of his patients. 

Health workers can make a very great con- 
tribution towards better health and better health 
practices as carried out by the family doctor; 
your organization has made statements relative 
to the necessity of preventive medicine. As indi- 
viduals, being a part of a large organization, 
you have a major part to play in the administra- 
tion and policies of health departments, and the 
carrying out of these programs. 

Health insurance plans are developing rapidly 
through companies and organized by your own 
professional groups. Many of these have been 
established long enough to ensure that they will 
be continued in some form. Insurance in general 
is a necessity in our daily lives and premium 
rates vary directly as to the preventive facilities 
available in the community. A good example of 
this is the differential in fire insurance rates 
between urban and rural municipalities. This 
difference is due to organized fire departments 
spending most of their time carrying out pre- 
ventive practices, in the urban areas. Health in- 
surance schemes will have the same history— 





growing or disappearing — depending on the 
quality of service and rates charged the person 
paying the premiums. At this time, in the chang- 
ing picture of medical practice, this fact should 
not be lost sight of. 
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RESUME 


Depuis ses tout premiers débuts, 1’Association Médi- 
cale Canadienne s’est efforcée de promouvoir la pratique 
d’une meilleure santé publique. Ses objectifs ont toujours 
été et restent les suivants: 1. Prévention des maladies 
contagieuses aigués par 1’immunisation; 2. Contrdéle des 
maladies contagieuses choniques, telles que la tuberculose 
et les maladies vénériennes; 3. Maintien de 1’Hygiéne du 
milieu; 4. Hygiéne des aliments et de leur manutention; 
5. Examen périodique des enfants d’age préscolaire et 
des écoliers 4 tous les stages d’instruction; 6. Hygiéne 
maternelle, infantile pré et postnatale; 7. Compilation 
des statistiques vitales; 8. Hygiéne mentale; 9. 
Enseignement de 1’hygiéne. 

Le personnel des unités sanitaires de comtés, médecins, 
garde-malades, éducatrices hygiénistes, a la charge de ce 
programme fort élaboré. Ce sont pour la plupart des 
fonctionnaires employés en service continu. Et le but de 
l’auteur consiste 4 démontre qu’ils doivent tous travailler 
en collaboration étroite avee 1’omnipraticien, ear il n’est 
pas un seul de ces item de programme d’hygiéne et de 
médecine préventive auquel le médecin de famille ne 
reste, de par ses fonctions mémes, intimement lié. 

Bien qu’il s’agisse de santé publique, collective, il n’en 
reste pas moins le réle primordial du praticien dans ses 
rapports avec ses malades en tant qu ’individus. Et ceux-ci 
de leur cété se renseignent auprés de leur médecin au 
sujet de problémes de santé qui non seulement. les 
préoccupent personnellement mais ceux dont ils entendent 
parler. Il y a 1a un travail de co-opération qui fait 4 la 
fois de l’unité sanitaire de comté et du cabinet du 
médecin de famille deux chevilles ouvriéres indispens- 
ables & 1l’élaboration de tout programme de santé 
publique. 





PLASMA GLUTAMIC ACID LEVELS 
IN MALIGNANCY 


J. R. Beaton, M.A., W. J. McGanity, M.D. and 
E. W. McHenry, Ph.D. 


Department of Public Health Nutrition, 
School of Hygiene, University of Toronto, 
Toronto, Ont. 


GLUTAMIC acid, an amino acid found in 

abundance in many proteins, is receiving 
considerable attention in metabolic research be- 
cause it appears to play an important part in 
various body processes, It is believed to function 
via transamination in the interconversion of 
earbohydrates, fats and proteins. There is evi- 
dence that it may also be involved in the syn- 
thesis of urea by the mammalian organism. 
Glutamic acid in malignancy has been of interest 


for several years, since Kégl and Erxleben! first 
suggested the existence of the unnatural D(-) 
isomer in cancer tissues. Further, Braunstein 
et al.? have demonstrated that transaminase ac- 
tivity is impaired in cancer tissues, and Ballan- 
tyne and McHenry® have reported lowered con- 
centrations of total vitamin B,, believed to be 
the coenzyme of transaminase, in malignant 
tumours. It seemed advisable, therefore, to in- 
vestigate the plasma concentration of this meta- 
bolite in humans with malignancy. A_ brief 
statement regarding the results has appeared in 
a published abstract.* 

In order that an evaluation could be made of 
the plasma concentration of glutamic acid in 
malignancy, it was necessary to ascertain the 
normal levels for human subjects. These levels 
have been reported elsewhere® but have been 
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given again in the accompanying table for the 
purpose of comparison. In all cases during these 
investigations, venous blood was drawn from the 
subjects, heparinized, and the plasma _ sepa- 
rated. The chemical procedure of Prescott and 
Waelsch® * was employed to estimate plasma 
glutamic acid since it offers a high degree of 
specificity. It should be noted that this method 
does not distinguish between the natural and un- 
natural isomers of glutamic acid. As noted in 
the previous paper,’ the difference between the 
means for males and for females was found to be 
statistically significant at the 5% level and al- 
most significant at the 1% level. 

To investigate plasma glutamic acid levels in 
malignaney the general procedure as used in the 
study of normal subjects was followed. In most 
eases venous blood was withdrawn prior to oper- 
ation; subsequent pathological examination pro- 
vided information as to whether the growth was 
malignant or benign. The group of subjects with 
malignant growths was comprised of 80 patients, 
about equally divided as to sex. Many types and 
locations of malignant growths occurred in the 
series, including carcinomas of the cervix, breast, 
testes, lung, liver, tongue, cheek, stomach, lip, 
throat, nose, ovary, and ear. No significant cor- 
relation could be found between the type of 
location of the malignaney and the level of 
plasma glutamic acid for the subject. However, 
as shown in the table, the mean plasma concen- 


TABLE I, 


PuasmMa GuutTamic Acip LEVELS 
Standard 


deviation 
mgm. % 


Range 
mgm. % 
2. 0.33 
1. 0.37 


Mean 
mgm. % 


Normal males... 26 1.2 
Normal females. 51 ¥. 
Normal 

pregnant... 67 L. 
Malignancy 80 2. 
Benign growths. 21 | ¥ 


No. of 


Group subjects 


7 
5 
4 ‘ 0.33 
3-11. 0.40 
Oo ; 0.33 


0 
0 
6 
2 


tration of glutamic acid for the total group with 
malignancy was markedly elevated above the 
normal mean and statistically the elevation was 
highly significant. It is of interest to note that 
total amino nitrogen in the blood of these sub- 
jects was not significantly elevated above nor- 
mal, as determined by a modification of the pro- 
cedure of Folin.* Although the level of glutamic 
acid was raised, the total amount of amino acids 
in the blood was normal. 

In contrast with the observations on persons 
with malignant growths, data accruing from 
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eases definitely known to have benign tumours 
are included in the table. For this latter group, 
the mean level of plasma glutamic acid was 
found to be close to that for normal subjects 
and much below the mean for eases of malig- 
naney. It is worth noting that, as previously 
reported,’ pregnancy does not elevate the plasma 
glutamic acid concentration above normal. Thus 
the elevation of plasma glutamic acid observed 
in the present investigation appears to be symp- 
tomatic of malignaney, and not necessarily a 


~-result of the growth of new tissue within the 


body. However, a marked increase in plasma 
glutamic acid is not specific for malignancy since 
it oceurs in eases of hyperemesis gravidarum 
and may be found, also, in other conditions. 
Since plasma glutamic acid appears to be ele- 
vated by malignancy but not by the presence of 
benign growths, a series of subjects with un- 
diagnosed growths was studied in order to ascer- 
tain if plasma glutamic acid eoncentration could 
be utilized to predict the type of growth prior to 
operation. In a preliminary series, 22 subjects 
were investigated. Pathological examination post- 
operatively and prediction of the type of growth 
on the basis of plasma glutamic acid concentra- 
tion. were found to correspond in 91% of the 
eases. Of the 22 subjects, 12 had malignant 
growths and 10 had benign growths. It would 
seem, then, on the basis of this evidence, that 
plasma glutamic acid concentration may prove 
to be a diagnostic means of distinguishing the 
type of growth prior to operation. While this 
procedure may be used to predict whether a 
tumour is malignant or benign, it is not sug- 
gested that an abnormal level of plasma glutamic 
acid is, per se, a specific sign of cancer. Further 
work is now in progress in this laboratory to 
study possible correlations between the type and 
form of malignancy and the level of glutamic 
acid in plasma, and to seek other factors which 
may be responsible, in part at least, for causing 
the elevation of plasma glutamic acid concentra- 
tions in human subjects. The results suggest 
that protein metabolism is abnormal in those 
patients who have malignant growths and in- 
dicate a new avenue of research in cancer studies. 


SUMMARY 


1. The mean plasma glutamic acid concentra- 
tion in human patients with malignancy is ele- 
vated markedly above normal, with only a small 
overlapping of ranges for normal and malignant 
groups. 
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2. The mean plasma glutamic acid concentra- 
tion in humans with benign growths is not signi- 
ficantly altered from normal. 

3. Determination of plasma glutamic acid in 
subjects with undisclosed types of growths may 
prove to be a means of distinguishing between 
benign and malignant growths prior to operation. 
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OBSTETRICAL PROBLEMS IN GENERAL 
PRACTICE 


L. T. Armstrong, M.D. 


Department of Obstetrics and Gynxcology, 
Toronto Western Hospital, Toronto, Ont. 
[DURING the past twenty years it has been 

my unhappy experience to have had per- 
sonal contact with some 20 maternal deaths. 
It was my impresion that some of these deaths 
should have been avoided. 

Ten of these cases which represented obstetri- 
eal problems to the general practitioner have 
been selected for critical comment. I believe 
that each case briefly mentioned holds some 
lesson for all of us. 

Here are the problems. 


4. Anzxsthesia.—A perfectly normal case, no 
earthly reason for spinal. 


5. Induced labour.— Marked disproportion 
with R.O.P. Medical induction followed by sur- 
gical induction, attempted forceps and version— 
ruptured uterus. 


6. Puerperal infection.—Cesarean section, un- 
sterile drum of draping used. 


7. Hemorrhage.—Admitted for painless bleed- 
ing at 7144 months. Just observed, no active 
investigation, 2nd hem. fatal. ; 

8. Undilated cervix.—Elderly primipara with 
posterior position, measurements seemed ade- 
quate—days in labour, became infected before 
a mutilating delivery was accomplished. 











Problem Details Cause of death Alternative 

Dystocia Ruptured uterus Infection Consultation 
Toxemia Toxic at 5 months Toxemia Carried too long 
Diagnosis Twins? Preg. & fibroids? Infection X-ray. Porro ; 
Anesthesia Normal case-spinal Shock Inhalation anesthesia 
Induced labour Ruptured uterus Infection Consultation 

Puerp. Inf’n. C.S. contamination O.R. infection Carefulness 
Hemorrhage Placenta previa Hemorrhage House surgeon 
Undilated cervix R.O.P.-primipara, 37 Infection Early C.S. 

Forceps Disproportion-forceps Shock Early C.S. 

Cesarean section Age 40—Porro section Infection Non-interference C.S. 


Patient in labour 

1. Dystocia.—This patient was three days in 
labour with irregular pains before uterus 
ruptured. 

2. Toxexmia.—Any patient with severe tox- 
emia before 7 months is a bad risk. 

3. Diagnosis.—This was thought to be a nor- 
mal twin pregnancy. Fibroid and single preg- 
naney was revealed at time of delivery. Long 
labour, excessive hemorrhage, degeneration 


and infection of fibroid. ” 


before labour 





9. Forceps.—Unrecognized funnel pelvis, died 
on table during attempted forceps delivery. 

10. Cesarean section.—Age 40, primipara with 
fibroids, Porro done after patient went into 
labour. 


DYSTOCIA 


The majority of obstetrical difficulties are 
associated with long labour or dystocia. Dys- 
tocia due to uterine inertia is characterized by 
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pains which are irregular in time, intensity and 
duration. These irregular pains nearly always 
mean trouble; they are the yellow light in your 
obstetrical traffic signal and call for caution. 
Be sure your next step is in the proper direc- 
tion. There are two dangers. First, that of 
adopting the time-worn adage of so-called 
watehful expectancy or masterly inactivity, 
thereby allowing the golden moment for action 
to slip by. Secondly, and probably even more 
dangerous, is the tendency to exert unwise and 
ill-timed interference. 

Just what do we consider delay : The obstetri- 
cal patient is delivered at the end of 24 hours. 
If not actually delivered, the promise of such 
an event should be very definitely in sight. We 
therefore set an arbitrary time limit for a 
normal delivery at not more than 24 to 36 
hours. 

Next, what are the dangers associated with 
failure to recognize dystocia? Long labour pre- 
disposes to infection; infection predisposes to 
hemorrhage. These are the two greatest killers 
in obstetrics. 

Let us consider for a moment the patient who 
has been in labour 24 to 36 hours and is still 
undelivered. The question of parity is of suffi- 
cient importance to deserve separate discussion 
of the primipara and multipara. Age is a serious 
consideration. A primipara over 35 years of 
age who loses this opportunity to have a living 
baby may not have the good fortune to have 
another one. 

Consider the primipara of younger years. Do 
not adopt the attitude that because the patient 
is in her early 20's you will “ride this one 
through”. You may end up with a dead baby, 
or worse still, a permanent birth injury and a 
permanently injured obstetrical patient, who 
has likewise become sterile. 

As far as multipare are concerned, most of 
them sail through labour at an amazing speed. 
On the other hand, you may encounter a very 
slow labour. Generally speaking, if a patient 
has previously been delivered of an average- 
sized baby, the assumption is that she will do 
so again, and consequently the procedure is 
non-interference. In spite of this, never under- 
estimate the dangerous multipara. They too can 
lead you up the garden path. 

Many multipare through past experience 
will start to voluntarily bear down before they 
réach the second stage of labour. This ean be 
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very confusing to both doctors and nurses, 
especially when the patient has a cystocele 
and rectocele which bulges and suggests pres- 
sure each time the patient tries to bear down. 
Here if you do nothing the patient may have 
her baby in bed, unattended. If you take the 
patient to the delivery room and prepare for 
delivery you will probably find a rim of cervix 
remaining. Do not ever, under any circum- 
stances, attempt delivery when cervical dilata- 
tion is incomplete. The patient would do much 


‘ better to have her baby in bed, unattended. 


So: always remember, pains which are ir- 
regular in time, intensity and duration, indi- 
cate dystocia, and although dystocia is said to 
be due to some interference with the powers, 
passages or passenger, the real cause is often 
missed because in the majority of cases, it is a 
combination of these factors that initiates the 
delay. 

Failure to analyze such a problem may be the 
forerunner of an OB tragedy. 


Tox2MIAS 


These we admit, we do not understand in the 
true sense of the word. Some of them seem to 
be completely out of our control. No matter 
what we do, the patient does not seem to do 


‘well. On the other hand, mark you, the majority 


of the pre-eclamptics we see, we are able to help 
and keep out of trouble. 

My only criticism so far as consulting prac- 
tice is concerned has been that we do not see 
these patients early enough. When a patient’s 
systolic blood pressure goes over 140, and the 
diastolic between 80 and 90, that is the time to 
take action. 

The average present day tendency, with pre- 
eclampsia, is the desire of the attending phy- 
sician to carry the patient to term or near 
term. Our experience has been that once a pa- 
tient has become really toxic, from then on the 
baby‘starts to go down hill, in spite of any 
treatment. By the same token, the mother’s 
kidney damage increases and becomes more 
permanent and consequently shortens her life. 
We are strongly of the opinion that attempts 
to carry pre-eclamptics close to term are neither 
beneficial to the mother or the fetus. 


ERRORS IN DIAGNOSIS 


Here the use of x-rays can either be of tre- 
mendous help or lead you into serious difficulty. 
Do not waste your patient’s time or money by 
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having x-ray pelvimetry films taken before 
term. At this time they are probably valueless 
and misleading. 

X-rays, however, taken at the onset of labour 
ean be of great value. Their use should be re- 
sorted to if there is any reason to suspect dis- 
proportion, or fetal abnormalities. They are 
useful when, following a reasonable test of 
labour you are forced to make a decision as to 
vaginal delivery or Cesarean section. Like any 
other x-ray investigation you must correlate 
the films with the clinical picture; e.g., a film 
may show a head just nicely engaged in a rela- 
tively small pelvis. If this patient is just start- 
ing in labour the head may mould through. If on 
the other hand the patient has had hours of 
good strong pain it is improbable that a 
vaginal delivery will be successful. 

Soft tissue technique as used for visualization 
of the placenta in suspected placenta previa, 
has its limitations. Too much reliance either of 
a positive or negative nature should not be 
placed on this procedure. 


ANAESTHESIA 


There is an increasing tendency to have a 
qualified anesthetist in attendance at delivery. 
That is excellent. The patient has an easier 
time and there is much less risk to the baby. 
Inhalation anesthetics by those who are in- 
experienced may result in a temporary spell of 
eyanosis to the mother which might precipitate 
a fatal anoxemia on the part of the baby. 

The advantage of being able to spend your 
full time dealing with your obstetrical prob- 
lem without worrying about what is going on 
at the head of the table is both beneficial to the 
patient and has a direct bearing on your 
longevity. 

One word about spinal anesthetics in vaginal 
delivery. They are only occasionally indicated 
for elderly primipare. They should never be 
used when intra-uterine manipulations are 
anticipated. Generally speaking, when there is 
so much at stake, and delivery promises to be 
so difficult, you are well advised to seek ob- 
stetrical assistance. Do not suffer from the de- 
lusion that a spinal anesthetic is going to turn 
a difficult vaginal delivery into an easy, safe 
and uncomplicated manipulation. 


MEDICAL AND SURGICAL INDUCTION OF LABOUR 


This phase of obstetrics is often treated too 
lightly. When you have a patient not in-labour, 
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and not in trouble, just take it easy, and do not, 
by interference, precipitate grief for yourself 
and others. I am even so bold as to suggest 
that where induction of labour is truly indi- 
cated, you are entering into the field of ab- 
normal obstetrics. 

The commonest “so-called” indication for 
medical induction is “so-called” post-maturity. 
Here, if an induction is attempted and fails, 
you find yourself with a disgruntled patient 
who usually pleads to have something else at- 
tempted, rather than meet the ordeal of return- 
ing home undelivered. This situation usually 
proves a temptation to a doctor. Many have 
stumbled into this dark abyss with disastrous 
results. 

The next question is rupturing the mem- 
branes. Do not be deceived by the fact that a 
long tedious labour is on occasion rapidly termi- 
nated by the apparently simple process of 
rupturing the bag of waters. Once the mem- 
branes are ruptured bacteria quickly gain 
entrance to the uterine cavity, thus, if there 
is any further delay you may have to deliver 
a patient who has become febrile. Still worse, 
you may have to perform a Cesarean section 
under the same unfortunate and dangerous 
circumstances. 2 

Furthermore, injudicious rupturing of mem- 
branes may result in a prolapsed cord; this is 
especially true where there is poor engagement 
or breech presentation. 

If you are unfortunate enough to have a cord 
prolapse do not attempt a rapid delivery to 
save a questionably living child and endanger 
the mother’s life as a consequence. 


THE USE OF PITUITRIN 


Just a brief note regarding the use of pituitrin. 
There is no doubt that this drug is used too 
freely, without proper indications, and with too 
little respect for the contraindications. Apart 
from the danger of rupturing a uterus, just 
consider the discomfort a patient experiences 
from 18 doses of this drug, which I have seen 
charted on more than one obstetrical history. 

I think that many abnormal labours have 
been started with pituitrin. Many labours have 
been “whipped-up” by its use when actually 
the uterus should have been resting. Not in- 
frequently its use has just furthered an im- 
possible delivery to the extent of producing 
hopefulness to the obstetrician, when in actual 
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fact, a vaginal delivery was not possible, and 
not recognized. 

The most valuable use for pituitrin is in post- 
partum hemorrhage. Don’t go anti-clockwise and 
you yourself produce a post-partum hemorrhage 
by its injudicious ante-partum administration. 

INFECTION 

The undelivered patient who has become in- 
fected, extra-genitally or intra-genitally, is 
indeed a problem, and one in which the most 
eareful judgment must be exercised. When 
this unhappy situation presents itself, my ad- 
vice would be this: first determine the source 
of infection. If it is extra-genital call in the 
assistance of a competent and preferably well- 
known internist. 

If the infection is genital, then you need the 
support of a qualified obstetrician. We are 
chiefly concerned with infection of the genital 
tract, sometimes this can be avoided by limit- 
ing vaginal examinations during labour, or, 
when feeling that they are definitely indicated, 
to have them done with the most carefully 
guarded aseptic technique, not necessarily in 
the delivery room but with the same precau- 
tion as you would use there. 

From the prophylactic viewpoint, antibiotics 
are definitely indicated for any patient who 
has been in labour 24 hours, especially where 
the membranes have been ruptured for 6 hours 
or more. 

Any infected case should - be delivered 
vaginally where possible. This pathway offers 
the greatest margin of safety. Where a vaginal 
delivery is not possible, the present trend for 
both potentially or actively infected cases is 
the extra-peritoneal Cesarean section. This pro- 
cedure can be resorted to whether the baby is 
living or not. In other words, in the presence of 
genital tract infection, an abdominal delivery 
which ean be accomplished without entering 
and contaminating the peritoneal cavity is 
much safer than a prolonged mutilating vaginal 
operation such as embryotomy. 


VAGINAL BLEEDING DURING THE LAST 
TRIMESTER 


Vaginal bleeding after the period of viability 
of the child often means accidental hemorrhage 
or placenta previa. In any event all obstetrical 
patients who have vaginal bleeding after the 
7th month must be admitted to hospital ‘for 
observation and accurate diagnosis. Following 
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this period of investigation the patient should 
be examined in an operating room, properly 
prepared and draped. The patient should be 
typed with blood available and the operating 
room in readiness for any vaginal or abdominal 
type of delivery. 


THE UNDILATED CERVIX 


Scores of babies are lost each year and an 
equal number of mothers receive birth canal 
trauma (most of which is permanent) by stub- 
‘born attempts to deliver through an incompletely 
dilated cervix. Sometimes this is done un- 
consciously, but it should not be. Most of it, 
sadly enough, is done deliberately. 

If there is any question as to whether the 
cervix has been completely effaced, introduce 
your hand into the vagina and sweep it around 
the entire circumference of the baby’s head, or 
breech, so as to be sure that there is no palp- 
able cervical tissue. The soft cdematous 
anterior lip, high up under the pubie arch, is 
often missed, this is especially true when 
posteriorly the cervix is completely thinned 
out and feels like a loose flapping curtain. 

Therefore, do not attempt a delivery in the 
presence of an undilated cervix, and do not get 
the idea that you can, with ease, complete the 
dilatation and accomplish an immediate and 
safe delivery. Exactly the opposite is more 
likely to be your unhappy lot. Wait for com- 
plete dilatation.and that does not mean manual 
dilatation (which incidentally is rarely if ever 
complete). 


OBSTETRICAL FORCEPS 


I have seen mothers die on the labour room 
table during unsuccessful forceps delivery. I 
have seen babies delivered dead, their heads 
crushed with forceps. I know an obstetrician in 
Budapest, a cripple from foreeps applied er- 
roneously to his own breech. I know several 
children who ean neither walk, talk or under- 
stand properly, due to improper forceps 
deliveries. I have seen forceps applied un- 
wittingly upside down. I have seen them ap- 
plied over an undilated cervix. 

A useful but dangerous instrument! 

In spite of what has just been said, we are 
in favour of the so-called prophylactic forceps. 
By this we mean, shortening the second stage 
of labour by lifting the head over the perineum. 
Pre-requisites for this maneuvre are—a baby 
in a normal position, the head on the perineum, 
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membranes ruptured, cervix fully dilated, 
bladder empty, ete. “Apparent” second stage 
with bearing down pressure but no visible 
caput is not the indication for their application. 

If you do apply forceps and find that no ad- 
vance has been made after reasonable traction, 
then remove the instruments at once and re- 
examine your patient. Of course, if when you 
apply forceps they do not lock properly with 
absolute ease, then again something is wrong. 
This usually means you are dealing with an 
occiput posterior or that the head has not ro- 
tated into a true anterior position. 

There is just this one admonition regarding 
foreeps. If you are not thoroughly versed in 
the properly accepted indications for their use, 
and if you are not willing to abide by the rules 
concerning their application, then for heaven’s 
sake, leave them alone. They are a grand ad- 
junct in experienced hands but at times a tragic 
menace in less capable ones. 


(C\2SAREAN SECTION 


Under normal circumstances, a_ vaginal 
delivery offers the greatest safety for your pa- 
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tient. The indications for Cesarean section are 
many, although there are wide diversities of 
opinion as to when they should or should not 
be done. 

On the public wards of our hospital, the ob- 
stetrical and gynecological staff usually con- 
sult between themselves before deciding upon 
a section. The end result is that in the past 18 
years, there has not been one Cesarean section 
death on our wards. 

Over the same period of time on our private 
wards, there have been 12 deaths following 
Cesarean section. This is due to: (1) A much 
higher incidence of Cesarean sections on 
private patients. (2) Inadequate preoperative 
consultation. (3) Cesarean sections done by 
oceasional operators. (4) Czsarean sections 
done as a last resort. 

Therefore: (1) Size up your obstetrical prob- 
lem pre-natally. (2) If a Cesarean section is a 
possibility, maintain strict asepsis. (3) When 
a probability, immediately obtain expert ad- 
vice. (4) When a certainty, it should be done 
by a qualified person. 


Toronto Western Hospital. 


- 





THE MANAGEMENT OF ACUTE HEAD 
INJURIES 


Claude Bertrand, M.D., F.R.C.8.[C.] 
Montreal, Que. 


URING the past decade many significant 
contributions have been made on the nature 
of cerebral coneussion and on the mechanism 
of skull fracture, by Pudenz and Shelden,* 
Groat et al.,? Gurdjian,* for instance, but there 
has been little change in the basic principles of 
treatment of head injuries. However, a better 
understanding of their physiopathology has 
more or less settled the most debatable points. 
The following conceptions merely express cur- 
rent ideas, with a few personal modifications. 
First, let us dismiss immediately the light 
cases who regain consciousness upon arrival at 
the hospital or shortly thereafter. Treatment in 
the acute phase consists mainly in the prevention 
or early detection of complications. With our 
present bed shortage, all patients are not ad- 
mitted, but every family is taught about careful 
observation and periodic awakening du?ring the 





first night for fear of rapid intracranial bleeding 
such as results from a ruptured middle menin- 
geal artery. Ideally, such eases should all spend 
a few days in hospital, away from an over- 
solicitous family, to be watched and then gotten 
out of bed as soon as possible. Prolonged bed 
rest increases the amount of post-traumatic com- 
plaints, mostly those referable to neuro-cireu- 
latory imbalance. Skull x-rays should be ob- 
tained whenever feasible, for therapeutic and 
legal purposes. The great number of these light 
head injuries drowns the actual percentage of 
mortality from severe cases, whence a false sense 
of security and a certain indifference regarding 
active treatment. 

For a deeply unconscious or comatose patient, 
appropriate care at the right time may well be 
life saving. Practically, in such a ease, we think 
at once of the possibility of increasing intra- 
cranial pressure, either from diffuse cerebral 
swelling or intracranial bleeding. This frequent 
complication compromises further the poor fune- 
tioning of a concussed or damaged brain stem. 
Intraeranial hypotension noticed mostly by 
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French neurosurgeons such as Puéch,* was 
found very rarely in our experience, although 
it was sought for. Whenever present, the sub- 
arachnoid injection of isotonic saline may have 
helped, but in no dramatic fashion. Secondarily, 
our aim is to ward off immediate or late com- 
plications such as meningitis from compound 
fractures of the paranasal sinuses or epilepsy 
after a depressed skull fracture with cerebral 
searring. 

A deeply unconscious patient should be placed 
in a position of postural drainage such as the 
semi-prone position. This should be maintained 
all the time, alternating from one side to the 
other. As soon as possible thick bloody secretions 
are sucked out and a free airway is favoured 
further by a rubber mouth tube, such as the 
Mayo tube. To my mind, this is paramount in 
these injuries. Not only is drowning by vomitus 
prevented and the danger of pulmonary compli- 
cations minimized, but mostly, the best ally of 
cerebral cedema is destroyed. It is becoming a 
generally accepted fact that respiratory ob- 
struction breeds cerebral swelling as can well be 
seen during an intracranial operation. Con- 
versely, in profound unconsciousness, thick 
bronchial secretions, bleeding, and a. falling 
tongue all conduce to respiratory difficulties. 

The moment shock is surmounted, a cursory 
examination is done for obvious fractures of the 
extremities or of the spine, for possible pneu- 
mothorax, for intra-abdominal bleeding or per- 
foration or any other condition requiring im- 
mediate attention. When palpating the head, 
one must always remember that the indurated 
edge of a subcutaneous hematoma may well 
simulate a depressed fracture. A while ago, I 
had a ease in which this error was life saving. 


A boy of seven was kicked by a horse, the edge of the 
right temporal hematoma was mistaken for a depressed 
fracture and the boy was sent to the hospital by ambul- 
ance from his home located 75 miles outside of Montreal. 
During the trip, he started having some weakness of his 
left face and left upper limb and, upon arrival, there 
was also a moderate dilatation of the right pupil. Im- 
mediate operation revealed a large epidural hematoma. 
The boy went back home five days later. 


He could not possibly have been sent in time 
had he not been in the ambulance when symp- 
toms of epidural bleeding first appeared. Of 
course, bleeding from the ears, the nose or the 
mouth, which may be vomited, and swelling of 
the eyes are all highly suggestive of fractures 
of the base of the skull. 

The general data obtained, and better still, 
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the curve resulting from their careful record- 
ing, help tremendously in orienting treatment. 
A rising temperature, a pounding pulse rather 
than the actual slowing of the pulse, an in- 
creasing differential blood pressure and a 
deepening of respiration are all signs of brain 
stem dysfunction and possible compression. 
The prognosis is grave if stertorous breathing 
persists even with a free air way. ‘Hyper- 
thermia must be fought at its very onset with 


ice bags or an enema of ice water and even 


aspirin (20 grains) per rectum. 
Neurological examination need not be de- 
tailed: 


1. What is the state of consciousness? Is there deep 
coma, does the patient react to pinching, move spon- 
taneously, or is he merely confused? 

2. Is there a difference between one side and the 
other when the patient moves either spontaneously or 
upon stimulation? In the absence of movements, is there 
greater flaccidity, indicating hemiparesis? Let us remem- 
ber that seizures are rare and indicate rather cortical 
irritation than compression by a clot. Certainly, decereb- 
rate rigidity such as happens in an advanced epidural 
hemorrhage is a sign of severe brain stem damage. 

3. Do pupils react to light? A dilating pupil signifies 
third nerve injury, possibly from compression by ipsi- 
lateral intracranial bleeding. 

4. Are the tendon reflexes increased or is there a 
Babinsky sign on the one side, suggesting, like the 
paresis, contralateral cerebral damage of compression? 


When time and circumstances permit, plain 
x-rays of the skull should be done. The dis- 
covery of a linear fracture points to the most 
probable site of bleeding. A depressed fracture 
or a severe fracture of the paranasal sinuses 
may thus be detected. A pineal shift is rare in 
the acute phase. At that stage, we believe per- 
cutaneous arteriography usually delays surgery 
unnecessarily although we use it extensively in 
the subacute or chronic phase, for instance to 
outline a subdural hematoma. It may be worth 
mentioning a recent exception to this rule: 


An elderly man was brought in, having lost conscious- 
ness and having gradually become hemiplegic and 
comatose after a fall from his balcony six hours previ- 
ously. Percutaneous arteriography demonstrated a com- 
plete thrombosis of the internal carotid artery and pre- 
vented a useless operation. 


Ventriculography increases cerebral cdema 
and is almost never used. 

Except for a classical epidural hemorrhage, 
the advisability of operating on these cases in 
the first few hours is still debated. Two years 
ago, we reviewed a personal series of 300 con- 
secutive cases of severe head injuries, most of 
them with skull fracture admitted, or referred 


in the ten preceding months (Table I). Obvi- 
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TaBLe I. 


300 Heap InJuries ADMITTED DIRECTLY 
OR REFERRED FOR TREATMENT 


; % 
ele hon hah daw eee ete 19 6 
@perations..... Ree seas ate So arene 47 16 
I NI sn ccna ve vies den mrales 21 7 
DE IOS ooo occas swlhss warws 5 2 
Intracerebral hematomas. ................. 1 \& 
Total intracranial collections. ...:............ 27 
Diffuse cerebral lesions..................... 7 2 
Be SE rr ee eae 10 3 
Compound sinus fractures.................. 3 1 
Approximate operations in the acute phase... 36 12 
Intracranial collection without localizing signs.. 2 1 


Localizing signs without intracranial collection... 6 


ously, certain figures, such as the percentage 
of operations, are increased by the referred 
cases and possess only a relative value. Never- 
theless, it is even more significant that only two 
out of 27 cases with intracranial hematomas or 
hygromas had no loealizing signs such as a 
contralateral paresis or an ipsilateral dilating 
pupil. On the other hand, in six eases with 
localizing signs no significant intracranial 
mass was found at operation. Consequently, in 
the absence of localizing signs multiple burr- 
holes should not be done unless there is rapidly 
increasing intracranial pressure and the set-up 
is such that the intervention will not tire the 
patient further. 

Sub-temporal decompression is done almost 
routinely during these procedures while explor- 
ing for a possible epidural hematoma. Two 
other burr-holes are made on each side, one in 
the frontal and the other in the parietal region 
to explore the subdural space. Occasionally, a 
fourth hole may be placed in the suboccipital 
region for the cerebellar fossa. Personally, I 
have found only one large subdural hematoma 
in the posterior fossa with dramatic relief and 
return of temperature to normal shortly after 
drainage. It may be noted that sub-temporal 
decompression is not mentioned as a thera- 
peutic procedure per se. In a ease of multiple 
lesions of the brain, with diffuse swelling, there 
is usually a large fracture of the base with 
spontaneous decompression and drainage. If 
this is insufficient one may question how much 
can be accomplished by sub-temporal decom- 
pression. For the same reason, we do not use 
continuous ventricular drainage for these cases. 
When necessary, we find lumbar punctures 
more simple and adequate. Again, we ~have 





little use for lumbar puncture as a diagnostic 
or therapeutic measure in the first few hours. 
In a mild case it does not help, and it can be 
done later if judged necessary for legal 
purposes although this is a poor excuse. In a 
serious case without signs of increased intra- 
cranial pressure, it seems futile and may be 
dangerous. If an intervention is contemplated 
it could be done when the indications are 
doubtful but there is still a risk of cerebral or 
cerebellar herniation. However, it may be used 
to help in deciding whether a patient present- 
ing no localizing signs should be transferred to 
a neurosurgical set-up, since then, the risks 
have to be balanced. 

The situation is different twelve to eighteen 
hours later, when the patient’s condition is 
more stabilized. It may help in combating 
cerebral cdema. Compression, if it occurs, is 
slower and there is usually time to operate. 
Except for chronic cases with pooling of blood 
in the lumbo-sacral region, it does not seem to 
modify the rate of resorption of subarachnoid 
blood noticeably. 

Drastic dehydration is seldom necessary. 
These patients- usually have a compromised 
renal secretion and the risk of anuria and 
other complications upset any possible benefit, 
unless the case is absolutely desperate. After 
48 hours the patient rarely dies of excessive 
intracranial pressure. On the other hand, 
marked hydration of a case with a swollen 
brain is fraught with danger. Therefore, dur- 
ing the first twenty-four hours blood and 
plasma are not supplemented with more than 
500 to 1,000 ¢.c. of simple 5% glucose. In the 
following days, between 1,000 and 2,000 e.c. of 
5 and 10% glucose are given, salt being omitted, 
so as not to retain fluids in the tissues. 

Opiates are contraindicated because of their 
depressing effect on the brain stem. Sedation 
is kept at a minimum and patients are rarely 
restrained; a full bladder is a frequent cause 
of restlessness. Oxygen and ecaffein are given to 
comatose patients. Antibiotics given routinely 
have caused a noticeable diminution in post- 
traumatic meningitis. Careful observation of 
the patient with frequent changes in position 
and maintenance of a free air-way remain 
fundamental. 

In the presence of localizing signs with in- 
creasing intracranial pressure, we think it is 
necessary to operate. There are no significant 
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modifications in the techniques for epidural or 
subdural hematoma; for the removal of con- 
tused brain, of an intracranial hemorrhage, or 
for the elevation of a depressed fracture of the 
skull. In epidural hematoma, speed is still the 
determining factor: 

A few months ago, a young man had a minor motor- 
cycle accident at 2 p.m. He went home and complained 
of a progressively severe headache. At 5 p.m. he became 
unconscious and was brought to the hospital, at 5.30 p.m. 


At that time he was decerebrating with a dilated fixed 
right pupil and hyperthermia at 105° F. The resident 


took him up to the operating room without x-rays of the , 


skull and called the surgeon. At 6.15 p.m. a large epi- 
dural hematoma was drained. Yet he remained decere- 
brate for seven days before starting to recover. It is 
very probable that a delay of half an hour for x-rays 
would have meant irreversible brain stem damage. 


Debridement is still the best protection against 
infection. Antibiotics do not make it safe to close 
a scalp laceration without shaving the hair and 
removing the edges of the wound, unless one 
is ready to run the risk of cellulitis or even osteo- 
myelitis of the skull. 

It must be said that antibiotics have changed 
our attitude towards fractures involving the 
paranasal sinuses. Small fractures without dis- 
placement of fragments are left alone, specially 
if there is little bleeding and little loss of spinal 
fluid. Large fractures with obvious compounding 
are operated on systematically for they will in- 
evitably become infected. We use a modified 
technique thus: all the bone between the two 
orbits is completely removed to. the sphenoid 
sinus so as to leave only soft tissue in contact 
for granulation. The debridement includes herni- 
ating contused brain. For plastic purposes the 
outer half of the orbital edge is saved as much 
as possible as well as the root of the nose (Figs. 
1, 2 and 3). A drain is run down through the 


Fig. 1 
Fig. 1—Preoperative x-ray showing large compound 
fractures through the posterior wall of frontal sinuses. 
Fig. 2.—Postoperative x-ray of same patient. 
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Fig. 3.—Photograph of patient whose x-rays appear 
in Figs. 1 and 2. 


nose as well as a packing so folded that it can 
be removed from below. In this fashion the 
wound need not be reopened, but 10 to 15 days 
after the original operation the drain and the 
packing are pulled out. Eight cases treated 
in this manner are well and none has any 
rhinorrhea. 


SUMMARY 


To treat acute head injuries properly one 
must first visualize the physiopathological phe- 
nomena. Light cases are simple but must be 
watched carefully. One must avoid circulatory 
imbalance and post-traumatic neurosis by early 
ambulation and only a sufficient amount of rest 
without undue stress on the seriousness of the 
accident. 

In severe cases, when shock is receding, the 
surgeon must assess the problem with the aid of 
a few basic facts, mostly the pulse, blood pres- 
sure, respiration, temperature, state of conscious- 
ness, pupils, movements and reflexes. In most 
cireumstanees, if there are signs of increased 
intracranial pressure but no localization, the 
patient should not be operated upon. A free air- 
way must be maintained through postural drain- 
age and aspiration of secretions. Essential data 
should be charted every hour when the patient 
is turned. If there is increasing intracranial 
pressure and localizing signs, exploration or 
transfer for operation is indicated, a complete 
history being sent along to avoid losing precious 
time. Lumbar puncture is seldom used in the 
first few hours. Marked dehydration is rarely 
necessary. Here, like elsewhere antibiotics do not 
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modify the sound principle of debridement. 

However, sinusectomy is now required only 
if bone fragments seem to penetrate the dura 
and a simplification of technique has been 
possible. 


PREFRONTAL LEUCOTOMY 





229 








REFERENCES 


Po AND SHELDEN, C. H.: J. Neurosurg., 3: 

GROAT, R. A., RAMBACH, W. A. JR. AND WINDLE, W. F.: 
Surg., Gynec. & Obst., 81: 63, 1945. 

GURDJIAN, E. S. AND LISSNER, H. R.: 
73: 269, 1947. 

. PusEcH, P., BERNARD, J., MORICE, J. AND NAUDASCHER, 

J.: Monde et Médecine, 12: 133, 1947. 


Am. J. Surg., 


- o,f 





BILATERAL PREFRONTAL LEUCOTOMY 
IN MENTAL ILLNESS* 


J. H. Lindsay, M.D. 
Selkirk, Man. 


PREFRONTAL leucotomy has been a fairly 


common method of psychiatric treatment 
for approximately fourteen years following 
Egas Moniz’ early work at Lisbon in 1936. The 
purpose of the operation is to modify the pa- 
tient’s emotional reactions to disturbing 
thoughts. This is accomplished by cutting the 
fronto-thalamie radiations, nerve fibres which 
normally convey an emotional feeling from its 
source in the thalamic nuclei to the frontal 
cortex where it finds expression. 

Surgical treatment of mental disorders, like 
most therapeutic procedures in medicine, has a 
long history. Skulls dating back beyond 
recorded history have been unearthed showing 
a trephine opening apparently made by the 
local surgeon to relieve the symptoms of a 
depressed fracture, to allow the evil spirits to 
escape or to relieve some ancient sick headache. 
More recently, many innocent and unoffending 
pieces of human anatomy have been removed 
in an effort to relieve mental symptoms. Many 
a uterus has been removed perhaps because of 
the ancient theory that functional mental dis- 
orders had their source in some dysfunction of 
the internal genitalia. In the male, castration 
was resorted to occasionally during the middle 
ages in order to subdue some too vigorous 
tendencies. Thyroidectomies are indicated in 
rare cases of psychoses but for a time they were 
too enthusiastically done to relieve manic 
states. Focal infections later were in fashion as 
a cause of mental disorders and many earious 
teeth were removed and hypertrophied tonsils 
lopped out in an effort to relieye mental symp- 
toms. It is true that the patient’s physical con- 
dition may improve after some of these pro- 


* Read at the meeting of the Psychiatric Division of 
the Manitoba Medical Association, Selkirk, Manitoba on 
November 15, 1950. 
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cedures and that with that improvement they 
may be able to achieve a brighter outlook on 
life or overcome some feeling of inferiority, but 
it is reasonably certain now that the cure of 
mental illness does not lie in the removal of 
some body organ. 

During the war 1914-1918, many studies 
were made on soldiers who had suffered from 
frontal lobe brain damage. Their lack of initia- 
tive, distractibility, difficulty with abstract 
thinking and emotional upsets when faced with 
ordinarily easily performed tasks was stressed. 
Their euphoria and tactlessness was noted by 
numerous investigators. Experimenting with 
chimpanzees, Jacobsont demonstrated that 
after bilateral ablation of the frontal poles 
there were “marked personality changes”. He 
reported that a previously neurotic female 
chimpanzee remained placid and undisturbed 
by the disturbances that prior to operation 
would result in wild temper tantrums and. in- 
continence. Soon after these reports were 
published Dr. Moniz began his early work in 
psycho-surgery. 

The operation has been performed by. us at 
the Selkirk Mental Hospital since April, 1949 
with gratifying, although at times rather un- 
expected results: unexpected, because of our 
necessarily inexact evaluation of the patient’s 
psyche as well as the surgeon’s necessarily in- 
exact severance of the patient's white matter. 
The operations have been performed by either 
Drs. O. Waugh, H. Cameron or D. Parkinson. 
They have all employed the same technique, 
using the superior approach cutting in the 
plane of the coronal suture and using the 
Uihlein director as a guide. There have been 
no deaths in our small series but a review of 
the literature on the morphological investiga- 
tions at post mortem reveals wide variations 
in the brain lesions following leucotomy. Rarely 
is the aim of severing all of the white matter 
accomplished ; it is stressed that each case and 
often each hemisphere presents a separate 
human experiment on the function of the 
frontal lobe. 
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To January, 1951, 108 patients have been 
operated upon, but for statistical purposes only 
the first 80, to September, 1950, will be con- 
sidered. Of these first 80 patients 51 or 63.8% 
are at home, 29 are still in hospital, 17 con- 
sidered as improved and 12 unchanged. 


SELECTION OF THE PATIENTS 


The selection was based primarily upon: (1) 
pre-morbid personality, (2) type of presenting 
symptoms, (3) previous response to treatment 


and (4) the family’s attitude toward the pa-, 


tient. All of the patients were considered to be 
chronically ill with a relatively hopeless prog- 
nosis. The operation was not proposed until 
all other available therapies, mainly, insulin 
coma and electro-shock had been thoroughly 
tried and considered ineffective. 

Our observations suggested that we were 
justified in expecting a favourable result in a 
patient who had made a reasonably adequate 
adult adjustment prior to their illness. The 
patient who showed marked schizoid tendencies 
or behaviour abnormalities before the onset of 
the illness usually showed poor response to the 
operation. Hypothetically leucotomy is sup- 
posed to be effective because it decreases the 
tension, agitation and fear. Hence, patients 
with these symptoms were selected. Tempo- 
rary improvement from previous. therapies, 
mostly insulin and electro-shock treatment was 
considered a favourable prognostic sign and 
this too was borne out by our results. Duration 
of illness and hospitalization was considered of 
some significance but mostly in relationship to 
the effect it had held upon the family’s con- 
tinued interest or lack of interest in the pa- 
tient. 

A positive family history of mental illness is 
not usually considered a good prognostic sign 
and it was, therefore, surprising to note that 
79% of those with a positive family history 
improved sufficiently to go home. The answer 
appears to be that the lower socio-economic 
level of these families imposed fewer and less 
rigid requirements to which the patient had 
to adjust himself. The age of onset of illness 
appears to be of some statistical significance 
but this is due to the presenting symptoms 
rather than the age per se. Those with an onset 
of illness before 25 were mostly schizophrenics 
with little emotional responsiveness and with a 
history of a poorly integrated personality. The 
younger patients who have been rehabilitated 
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are relatively unproductive and are able to 
remain at home only because their families are 
willing and able to give them considerable sup- 
port and understanding. 


POSTOPERATIVE OBSERVATIONS 


Postoperatively there have been few compli- 
cations and no fatalities. In the majority of 
eases the change in behaviour noted immedi- 
ately on awakening from the anesthetic was 
often a good indication of what the ultimate 
results would be. The confusion that appeared 
usually about twenty-four hours postopera- 
tively would in most cases clear in two or three 
days. Over-activity and interfering euphoria 
that occurred in some was controllable with 
mild sedation and usually disappeared about 
ten days postoperatively. There has been no 
need to retrain any of the patients because of 
grossly faulty habits. Incontinence was an an- 
noyance to the staff and other patients in a few 
cases for one or two weeks but the offending 
patient never complained. Enuresis was cor- 
rected usually within two or three weeks by 
taking the patient to the bathroom regularly. 

The patient is got out of bed in one or two 
days and encouraged to take part in planned 
occupational therapy group activities with the 
other post-leucotomy patients. They are kept 
in a supervised group twenty-four hours a day 
with planned activities or rest periods through- 
out the day and evening. They quickly conform 
to the group and in a week or two if they have 
not shown definite improvement our impression 
is that the prognosis is probably poor. 

If their home conditions are satisfactory we 
send them home as soon as the wound is healed 
and their mental condition warrants it. Our 
best result, a long standing manic depressive 
with added involutional agitated depression, 
went home eleven days postoperatively and has 
remained well for the past sixteen months. 
Following her husband’s sudden death about 
five months ago she showed quite normal grief 
and no abnormal emotional response. 

The average length of stay postoperatively 
increases with the poorer results, further 
emphasizing our impression that early improve- 
ment is relatively permanent improvement. 
Frequent lengthy interviews and extensive 
psychotherapy are impossible ; however, the pa- 
tients receive group support and constant help 
and encouragement from special nurses and 
occupational therapists which at this stage per- 
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haps accomplishes as much toward their hoped 
for socialization as does formal psychotherapy. 
In interviews most of them are agreeable and 
often effusive in expressing their appreciation 
for the operation. Many of them obligingly say 
they feel, “so much better”, but in many cases 
they are quite unable to say in what way they 
feel better. They insist that they “just do” and 
seem perfectly satisfied with this answer. They 
are often unable to convincingly express any 
insight. Their great wish to please and marked 
suggestibility make their immediate accept- 
ance of explanation appear extremely super- 
ficial. Some, however, after a few days say that 
nothing seems to bother them any more and 
they can not understand why they ever worried 
the way they used to. One of the more eloquent 
stated, “Everything seems to have been brought 
into proper perspective and focus at last.” 
Another could recall none of her previously 
disturbing thoughts and when she went home 
two weeks postoperatively she was unable to 
give any reason for the operation beyond the 
obligingly fatuous and rather self-conscious 
remark, “Perhaps I just needed my hair cut”. 
This woman continued to improve at home and 
has been living adequately in her upper middle 
class home with normal social activities for the 
past twenty months. 

Symptomatically, tension symptoms are 
markedly diminished or absent. Paranoid ideas 
tended to lessen and in many cases disappear ; 
if they remained there was less intense reaction 
to them. Obsessive thinking became less dis- 
tracting and compulsive behaviour ceased. 
Long-standing hallucinations did not im- 
mediately disappear but they became much less 
disturbing, the patient being quite unconcerned 
about them. A state of lassitude and indiffer- 
ence was often transformed into one of normal 
activity but the reverse never occurred. Two of 
the patients were relieved of severe psycho- 
somatic complaints (migraine and ulcerative 
colitis) by the operation; psychosomatic and 
allergic complaints often subside or disappear 
during a psychotic illness only to reappear on 
recovery from the psychosis. In these cases the 
patient was relieved of both. The patient’s be- 
haviour showed marked change, they became 
more sociable, made friends easily on the ward 
and often became quite interested in the wel- 
fare of other patients. 

Complications.—Grand mal seizures occurred 
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the patients had had extensive electro-shock 
therapy preoperatively. Single seizures oc- 
curred in four patients ranging from two to 
in seven or 8.8% of the patients. Only one of 
twelve months postoperatively. Two of the pa- 
tients had single seizures at home while they 
were presumably under the emotional tension 
of preparing to resume work. No patient has 
had more than four seizures and no patient has 
been carried on anti-convulsant therapy for a 
long period. Bone infections with persistently 
draining sinuses have occurred in four patients. 
Following removal of the bone buttons the 
wounds have slowly healed but in two eases the 
patients were prevented from working for 
several weeks because of this complication. 


PATIENTS’ POSTOPERATIVE PROGRESS 


The discharged patients have been divided 
into three groups; (1) Those whose post- 
operative adjustment is as adequate as it was 
before their illness, completely or compara- 
tively free of symptoms. (2) Those who have 
mostly adjusted at a lower social level and are 
free of disturbing reactions to any remaining 
abnormal thought content. (3) Those who show 
still poorer soGial adjustment, who are at times 
disturbed by their abnormal thought content 
but ean carry on fairly adequately in a jro- 
tected environment. The improved patients re- 
maining in hospital are more euphoric, more 
co-operative and industrious, they are much 
happier, rarely if ever become agitated or dis- 
turbed but most of them, because of persisting 
delusional ideas and abnormal behaviour, 
would be unable to satisfactorily adjust outside 
of hospital. Those listed as unimproved still 
become agitated, are no more industrious or 
co-operative but none of them are appreciably 
worse in any way than they were preopera- 
tively. Of the 51 patients at home 18 have ob- 
tained work since leaving hospital, 14 of these 
are working steadily at their pre-morbid level 
and are self-supporting. None of them have 
positions of great responsibility or authority 
but they are able to efficiently do the same 
type of clerical or labouring work that they 
did pre-morbidly. Of the 33 women at home 
20 are competent housekeepers. Four house- 
wives I am sure take little responsibility but 
they are able to live harmoniously in the family 
group. Nine are unmarried and dependent on 
their families for a home and support. Two of 
these young people are attending school pre- 
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paratory to obtaining work comparable to 
their pre-morbid level. Only seven of the pa- 
tients have returned home to eare for their 
small children and all of them appear to have 
resumed their parental responsibilities quite 
adequately. Psychological tests, namely the 
Wechsler-Bellevue intelligence seale and the 
Shipley Institute of Living seale, show impair- 
ment in the patient’s abstract thinking after 
the operation, otherwise, little significant 
change. 

The patients’ social readjustment has been a 
difficult factor to assess after they return home. 
Their families are usually too self-consciously 
protective to give a satisfactory report on their 
behaviour. From our hospital observations and 
social service visits, however, we have learned 
that many of the patients postoperatively are 
euphorically tactless and outspoken. They are 
more distractible than usual, show impaired re- 
tention and perhaps because of it have diffi- 
culty in elaborating and synthesizing their 
thoughts. They are often naively suggestible 
and their emotional life is somewhat dulled. 
They are sometimes aware of this dulled emo- 
tional reaction and occasionally express an- 
noyance about it. One girl still felt hopeless and 
inadequate and was annoyed that she no 
longer felt capable of suicide which she tried 
two or three times preoperatively. Some show 
momentary angry outbursts about minor an- 
noyances. Others who do not show these out- 
bursts have expressed surprise at their aware- 
ness that they could exhibit childish displays 
of anger on little provocation. Many of these 
characteristics are socially undesirable but if 
they are the price to be paid for social re- 
adaptation I am sure that none of the patients 
would consider the price too high though some 
of the families might not be so sure about it. 


SUMMARY 

A preliminary statistical report is presented 
and brief comments made on the first 80 pa- 
tients to receive prefrontal leucotomy at the 
Selkirk Mental Hospital. 63.8% of these pa- 
tients have been at home for an average of 
nine months, after having been ill for six years 
and hospitalized for three and one-half years. 
Those patients who showed emotional turmoil 
resulting from their abnormal thought content 
received the most benefit from the operation. 
The relief from anxiety, fear and distraeting 
thoughts experienced by most patients was fol- 
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lowed by a marked reduction or disappearance 
of the irritable outbursts or agitation and de- 
pression that previously made them unaccept- 
able and unemployable. Hence, many have been 
able to resume the occupation they followed 
before they became ill. Eighteen are employed 
in routine clerical, domestic or labouring jobs, 
twenty are competent housekeepers, seven of 
whom are satisfactorily assisting with the care 
of their small children. The others are able to 
live happily at home under the care of sympa- 


thetic parents helping with the housework and 


being reasonably sociable in comparison with 
their previous unco-operative, seclusive aud 
anti-social behaviour. We consider that the best 
candidates are those who premorbidly have 
shown relatively normal, well integrated 
personalities and who when they beeame ill in 
early life showed affective or schizo-affective 
type of mental illness. It perhaps may be as- 
sumed that in many schizophrenics the illness 
begins so early in life, due to strong constitu- 
tional factors, that they have never been able to 
achieve any satisfactory degree of personality 
integration; therefore, they have none to fall 
back upon after disturbing symptoms are 
surgically removed. 

We still feel that all other available treat- 
ments should be reasonably tried before opera- 
tion is performed. We have had experience 
with only one psycho-surgical approach and, 
therefore, make no suggestions about the rela- 
tive merits of the various forms of psycho- 
surgery. Once the operation has been performed 
the patient should receive as much stimulating 
contact with healthy individuals as possible. 
Return to the regimen of routine hospital care, 
in a select group with planned therapeutic 
activities is necessary and probably helpful for 
a short time but should be exchanged as soon 
as possible for everyday family living with an 
understanding and capable family ; and we feel 
that picking the family is almost as important 
as picking the patient. 

In treating these patients with leucotomy 
we hoped to relieve their anxiety, fear and emo- 
tional turmoil; symptoms of an underlying 
psychopathology which we were unable to 
correct. In this effort we feel we have been 
successful in the majority of cases. 
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R&sUME 

La leucotomie frontale consiste dans la résection des 
fibres nerveuses qui relient le thalamus, ot les sensations 
emotives originent, au cortex frontal ow elles trouvent 
leur expression. Cette intervention fut tentée chez 
quelque 80 individus chez lesquels on avait essayé sans 
succés ]’insulinothérapie et 1’électro-choe. Furent choisis 
de préférence les sujets présentant tension, crainte et 
agitation, des symptémes qui sont  habituellement 
amendés par la leucotomie. 

On nota chez la plupart des opérés.une diminution 
marquée ou une disparution compléte de la tension, voire 
des idées paranoiaques, et celles-ci survenaient-elles encore 
qu’elles donnaient lieu & des réactions beaucoup moins 
intenses. Des hallucinations de longue durée, sans tout & 
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fait disparaitre, cessérent d’inquiéter nombre de pa- 
tients. Souvent un état de lassitude et d’apathie se trans- 
forma en un état d’activité normale, mais on n’observa 
jamais le phénoméne contraire. I] n’y eut pas de compli- 
cations post-opératoires dignes de mention, sauf quelques 
eas isolés d’épilepsie. 

Plus de soixante pour cent des opérés ont retourné 
dans leurs foyers depuis quelque temps, neuf mois en 
moyenne, et nombreux furent ceux qui purent reprendre 
leurs occupations antérieures. Dix-huit sont employés & 
des travaux manuels, domestiques ou de bureau; vingt 
femmes ont repris leurs travaux de ménage. Les autres 
patients se montrent raisonnablement sociables, si 1’on 
compare aujourd’hui leur comportement 4 ce qu’il était 
avant 1’opération. 





A STUDY OF THE PREVALENCE OF 
DIABETES IN AN ONTARIO 
COMMUNITY* 


A. J. Kenny, M.B., B.S.(Lond.),; 
A. L. Chute, M.D.; and 


C. H. Best, M.D.+ 
Toronto, Ont. 


DIABETES mellitus is not a reportable dis- 

ease and an accurate estimate of its preva- 
lence is difficult to obtain. Death rates are 
available for most countries and for several 
large cities. These figures have been used to 
calculate the incidence of diabetes. There are, 
however, two main sources of error for which 
allowance must be made in such a ealculation. 
First, because the diagnosis of diabetes is fre- 
quently omitted from death certificates in cases 
dying from another cause, mortality figures 
may understate the incidence. Joslin’ showed 
that this understatement may be as high as 
37%. Seeondly, the caleulation requires an 
estimate of the average duration of the disease 
from diagnosis to death. Joslin? estimates the 
average duration at 15 years. Beardwood,* in 
a study of death certificates mentioning dia- 
betes found the average duration was 7.5 years. 
By an analysis of death rates, Joslin? estimated 
that there were one million diabetics in the 
United States in 1946, an incidence of 0.71%. 
Marks,‘ by a slightly different calculation 
reaches the figure of 675,000 or 0.48% of the 
population. 


* This research was carried out under the Ontario 
Provincial Department of Health with funds made avail- 
able through the National Health Grants of the 
Dominion Government. 

t From the Department of Banting and Best Medical 
Research, University of Toronto, and The Hospital for 
Sick Children, Toronto. ~ 


Another approach to the problem has been 
made by the house-to-house enquiries in sample 
populations. The U.S. National Health Survey® 
covered two and one-half million people in 
1936-37. The results when adjusted for changes 
in the U.S. population by 1946 give a figure of 
725,000 cases of diabetes in the U.S. population 
or 0.52%. Beardwood* has given the results of 
interviews covering 34,633 people in Phila- 
delphia. Among this group over 1% were cases 
of diabetes. 

The foregoing estimates include only known 
cases of diabetes, and therefore give an incom- 
plete picture of the problem. Several ease find- 
ing studies have been made with the object of 
revealing undiagnosed as well as known eases. 
Large groups of selectees for the U.S. forces 
have been examined for’ glycosuria. In 
Blotner’s® * two groups, the first of 45,650 men 
between 18 and 45 years, the second of 69,688 
men between 17 and 37 years at the Boston 
Induetion Station, 208 and 251 eases of diabetes 
were found. Over three-quarters of these were 
previously undiagnosed. These figures are 
equivalent to incidences of 0.45 and 0.36% and 
these rates are 4 times as great as those found 
in the corresponding age group in the National 
Health Survey. Spellberg® conducted a similar 
investigation at the New Orleans Induction 
Station. Examination of 32,033 men mostly be- 
tween 18 and 35, produced only 9 diabeties. 
The large disparity between Blotner’s and 
Spellberg’s figures is difficult to explain, and 
it has been questioned whether the Boston 
sample was truly representative.® 

A recent ease finding study has been reported 
by Wilkerson and Krall*® in whieh 3,516 persons 
in Oxford, Mass., or 70.6% of the population 
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of 4,983, were examined. In the Oxford survey 
blood and urine samples were examined from 
each person seen. Blood samples were mostly 
venous from adults and mostly eapillary from 
children. Blood sugar estimations were made by 
the method of Folin and Wu." Blood sugar 
values consistently above 170 mgm. % (venous) 
or 200 mgm. % (capillary) associated with gly- 
eosuria were taken as evidence of diabetes. In 
interpretation of glucose tolerance tests the 
height of the curve was given primary considera- 


tion. A value above 170 mgm. % (venous) was © 


considered evidence of diabetes if associated 
with glycosuria. 

On these criteria 30 new cases and 40 pre- 
viously diagnosed diabetics were found. This 
corresponds to a total incidence of nearly 2% 
of the tested population. The incidence of pre- 
viously undiagnosed diabetes was 0.85%. Over 
half the new cases were above the age of 55. 
Seventeen of the new cases were diagnosed by 
the aid of glucose tolerance tests, the remaining 
13 on the post-prandial samples alone. 

Tabor and Frankhauser’’ in a study of 550 
adults over the age of 40 found a total of 22 
diabetics of which 16 were previously undiag- 
nosed. The persons selected for this study, were 
from among 1,000 families invited to participate 
in a nutrition survey in Ottawa county, Michi- 
gan. The prevalence of diabetes among this 
group appears to be similar to the corresponding 
age groups in Oxford, Mass. 


METHOD 


Newmarket is a town of 4,800 people. The 
main source of employment is provided by seven 
industries, which together employ about 1,200 
men and women. Most of the population are of 
British origin, the only other group of any size 
is of Dutch origin. 

The survey team tried to test all persons 
over school age. Only a few pre-school children 
were examined and these only at the special 
request of the parents. The first survey clinics 
were held in the schools, about 1,200 students 
were tested in 6 schools. Next the clinic was set 
up in each of the seven larger factories; about 
1,000 men and women were tested. The remain- 
ing people were tested in conjunction with a 
canvass of the town. 

Most of the blood tests were made in the 
period immediately after breakfast or lunch. 
About 250 persons normally working out of town 
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in the day were tested in seven evening sessions 
of the clinic. As far as possible both blood and 
urine specimens were obtained about one hour 
after a meal. Sample bottles for urine were 
usually distributed the day before the appoint- 
ment for the blood test, with instructions that 
the sample should be collected one hour after 
a meal. 

With only a little over two hours available 
each day for testing, the maximum number 
tested on any day was about 90 persons. While 


‘at the clinic a short history was obtained con- 


cerning personal and family history of diabetes. 
In addition, most adults were asked some ques- 
tions relating to diabetic symptoms. When known 
diabetics were seen further information was ob- 
tained about insulin dosage, diet and duration 
of the diabetes. 

When the blood sugar was abnormal, or when 
glycosuria was found, a letter was sent request- 
ing the individual to attend for a second time, 
when both blood and urine samples were re- 
examined. If the diagnosis of diabetes was then 
confirmed, the patient was informed and ad- 
vised to consult the family physician. A copy 
of the results was then sent to the physician 
together with an offer to perform any further 
blood sugar estimations while the survey clinic 
was in operation. When the recheck was incon- 
elusive a letter was sent advising a glucose toler- 
ance test. This letter was usually sent about a 
week before the test and during this period the 
patient was asked to eat full meals. When known 
diabetics were tested a report of the results was 
sent to the family physician and the patient. 

Seven months after the conclusion of the 
survey a follow-up study was made. All diabeties 
discovered by the survey and a group of persons 
whose results were equivocal were invited to be 
re-examined. Those who had previous glucose 
tolerance tests were re-examined in the same 


LABORATORY METHODS 


(a) Urine.—Urine samples were tested quali- 
tatively for reducing substances by means of 
“Clinitest” ;?° 0.25 ml. of urine was mixed with 
0.5 ml. of water in a test tube and a clinitest 
reagent tablet added. The resulting colour was 
recorded in the symbols suggested by the manu- 
facturers of clinitest as follows: negative, tr, +, 
++, +++, t++++. When reducing substance 
was shown to be present, the sample was re- 
checked by the same test, and also tested for 
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ketones by the nitro-prusside reaction using 
* Acetone-Test”’.* 

No quantitative estimation of urine sugar 
was made and no attempt was made to in- 
vestigate the chemical nature of the reducing 
substances when present. 

(b) Blood.—Capillary blood samples taken 
from the finger-tip or ear lobe were used 
throughout this survey. It was considered that 
a capillary method would be more acceptable 
to the population to be tested than would veni- 
punctures. 

Blood glucose estimations were made by a 
modification of the Somogyi-Nelson** ** *° 
colorimetric method. 0.1 ml. of blood was used 
in each estimation. Protein precipitation was 
made by the method of Herbert and Bourne.”’ 
In the method used the blood was pipetted into 
isotonic sulphate-tungstate solution and the 
precipitation was brought about by the addi- 
tion of isotonie sulphate-sulphurie acid solu- 
tion. Herbert and Bourne have shown that this 
method is effective in preventing the passage of 
non-glucose reducing substances (mainly glu- 
tathione) into the filtrate. This method esti- 
mates true glucose and the values obtained are 
significantly lower than those obtained by the 
Folin Wu method. 

As blood glucose estimations were made in 
Toronto there was a delay of several hours be- 
tween the time the sample was obtained and the 
time of the estimation. In the case of samples 
obtained after breakfast, the interval was up 
to 8 hours while for samples taken after lunch 
the delay was 2 to 3 hours. During this period 
the blood samples were standing unprecipitated 
in isotonie sulphate-tungstate solution, in 
corked tubes. Any change in the readings 
caused by this delay was not considered suffi- 
cient to affect the clinical interpretation of the 
results. This factor has been investigated. It 
was found that 24 hours’ delay produced a loss 
of true blood sugar of 7.5%. When the red cells 
were re-suspended before protein precipitation 
was begun, other reducing substances were 
liberated, causing an apparent increase of 5% 
above the original estimation.'® 

(c) Glucose tolerance tests—These tests were 
performed by the same blood sugar method on 
capillary blood samples taken in duplicate. 50 
gm. of glucose was given after fasting blood 


* Manufactured by Denver Manufacturing Company. 
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and urine samples had been collected. Further 
blood and urine samples were taken at one-half 
hour intervals up to two hours after the in- 
gestion of glucose. Most subjects had fasted 
overnight, in some cases the test was performed 
after a four hour fasting period following 
breakfast. Subjects were told to eat full meals 
for one week prior to the test. 


CRITERIA AND PROCEDURE IN SCREENING 
AND DIAGNOSIS (SEE TABLE [) 


TaBLeE I. 


A SUMMARY OF THE CRITERIA FOR BLoop SuGAR VALUES 
UsED FOR SCREENING AND DIAGNOSIS 


Blood Time 

sugar after 
Test mgm. % meal Interpretation 
Initial test....... >160 up to 1% hrs. 

>150 1%-2hours abnormal— 

>120 2 hours or recheck made 

fasting 
Initial test + both anytime diagnostic of 
recheck test > diabetics 
Glucose diagnostic of 
tolerance >120 fasting diabetics 
test (50 Gm. 
glucose >200 at peak together diag- 
2 hour curve) >120 2 hours nostic of 
diabetes 


Norte: 1. Blood sugar values—true glucose (Somogyi- 
Nelson method). 2. All blood samples are capillary. (> 
indicates greater than). 

(a) Screening values.—Blood glucose values 
in excess of 160 mgm. per 100 ml. blood oceur- 
ring between one-half and one and one-half 
hours after a meal, or values above 150 mgm. 
per 100 ml. between 114 and 2 hours, or values 
over 120 mgm. per 100 ml. occurring 2 hours 
and over after a meal or in the fasting state 
were considered abnormal. Such persons were 
asked to attend for a second time when both 
blood and urine samples were re-examined. 
Persons showing glycosuria were also re- 
examined. Persons without glycosuria and 
blood glucose values below those mentioned 
were considered non-diabetic. 

(b) Diabetic values.—A diagnosis of diabetes 
was made (1) if blood glucose values in excess 
of 200 mgm. per 100 ml. blood were found on 
two occasions. (2) On the result of glucose 
tolerance tests. In the interpretation of these 
tests most stress was laid on the delayed fall 
of the curve. Diabetes was diagnosed if both 
the peak was above 200 mgm. per 100 ml. blood 
and the two hour level was above 120 mgm. 
per 100 ml. A fasting blood sugar of over 120 
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mgm. per 100 ml. blood was also considered evi- 
dence of diabetes, though this was not seen 
except in curves which were also abnormal 
from the above considerations. When the blood 
glucose was markedly in excess of these values 
the diagnosis was considered justified even when 
the presence of glucosuria was not established in 
the samples examined. 

A short medical history obtained from each 
case was also considered before making the 
diagnosis and as far as possible, other condi- 
tions leading to impairment of 
tolerance were ruled out. 

Glucose tolerance tests were performed (@) 
when blood glucose values were found to be 
abnormal (2.e., above the screening level) on 
two oceasions but one or both tests were below 
the diabetic level. (b) When there was per- 
sistent glycosuria of 1-+- or more, although 
blood glucose values were not above the screen- 
ing level. (c) Where there was a marked dis- 
crepancy between the first and second tests. 
For example, a case in which a “diabetic” blood 
sugar in the first test was followed by a normal 
result in the second, was usually investigated 
by a glucose tolerance test. However, a border- 


line test followed by a normal one was con- 
sidered non-diabetic unless some factor, such as 
glycosuria, indicated further investigation. 


RESULTS 


4.419 persons were tested in the survey in 
Newmarket and these figures are summarized 
in Table II. This total includes 843 non- 


TABLE II. 


EstTiMATED POPULATION OF NEWMARKET AND THE 
NUMBERS OF PERSONS TESTED IN THE COURSE OF THE 
SURVEY 





Population of Newmarket 
Population under six years..............+.. 
Population over six years 


NN ao oo sw atic vb v's a wen ¥ Oe eae 

Residents over six years of age 

Percentage of resident. population over six years 
covered 


residents most of whom were encountered in 
the schools and factories visited. In the further 
analysis of the results of the survey this non- 
resident group has been included in the total. 
Children under school age (six years) were 
not tested, as a rule, by the survey. Out ‘of ap- 
proximately 500 pre-school children in New- 
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market only 79 or 16% were tested. The authors 
felt that it was very unlikely that any previ- 
ously undiagnosed cases of diabetes would be 
found among children of these ages. Among 
the remaining age groups present in the New- 
market population 81% of the residents were 
covered by the survey. 

As no recent figures are available for the age 
and sex distribution of the Newmarket popula- 
tion it has not been possible to estimate the 
proportion in each age group reached by the 
survey. However, the age and sex distribution 
of the population of Ontario in 1947 is shown 
for comparison with the tested group in Fig. 1. 
The data on which these graphs were based are 
to be found in Table III. Compared with that 
of Ontario, the tested population shows two 
main differences: (@) an excess of both males 
and females between the ages of 5 and 19 years 
and (b) a deficiency of males between the ages 
of 20 and 29 years. In the remaining age groups 
from 30 years upwards, the distribution roughly 
corresponds with that of Ontario. 

The racial origin of the tested population was 
predominantly Anglo-Saxon; 86.6% of the 3,966 
persons for whom a record of the racial origin 
was obtained were of British descent. Nearly 
two-thirds of this group were of English origin. 
The remaining 13.4% were composed of Dutch 
(5.3%) French (2.8%) German (2.1%) and 
small numbers of Italians, Slavs, Scandinavians 
and Chinese. Those of Jewish origin accounted 
for only 0.3% of the total. 

Diabetics—Among the 4,419 persons seen at 
the clinic 54 diabetics were encountered; 33 of 
this number were previously known eases and 21 
were new cases diagnosed on the criteria de- 
seribed. The total incidence was 1.2% (known 
eases, 0.75%; new cases, 0.5% in the tested 
population). 

The non-resident group (842 persons) pro- 
vided only 5 of the 54 diabeties and the incidence 
was 0.6% compared with 1.3% in the resident 
sroup. The non-residents tested were mostly 
school children and factory workers. They, there- 
fore, formed a younger group than the residents 
and contained a predominance of males. These 
facts presumably account for the lower incidence 
in this group. 

The age and sex distribution of the diabetics 
is shown in Fig. 2. The age range was from 36 
to 86 years. The largest single number (19 
cases) was found between the ages of 60 and 
69. There were 20 cases in three decades from 
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Fig. 1.—Population of tested group in Newmarket (A) and estimated population of 
Ontario in 1949 (B) showing age and sex distribution of each. Data for (B) was taken 


from Vital Statistics—Analytical Report No. 1—Dominion Bureau of Statistics, Ottawa, 
1948. 


TABLE III. 


AGE AND Sex DistrRiBUTION OF ONTARIO PopULATION, TesteD POPULATION, AND DIABETICS 


No. of persons 


Percentage of population in each group in each group 


No. of diabetics in each group 





Age Tested 
in population in Tested population 
years Ontario*—1949— Newmarket in Newmarket New cases Known cases Total cases 
Male Female Male Feamle Male Female Male Femalé Male Female Male Female 
0-9 9.40 9.00 6.00 5.40 265 237 

10-19 7.40 1.22 12.23 10.00 542 443 
20 - 29 8.22 8.10 6.60 8.20 292 360 
30 - 39 7.50 7.35 8.05 8.55 357 378 1 1 2 
40 - 49 6.40 6.10 6.45 6.75 284 299 4 3 1 3 5 
50 - 59 5.30 5.10 4.69 4.95 207 219 4 1 5 1 9 
60 - 69 3.80 3.75 3.80 3.85 168 172 4 4 6 5 10 9 
70 - 79 1.95 2.00 1.74 1.75 75 76 1 2 4 5 5 7 
80 - 89 0.56 0.70 0.32 0.61 14 27 1 1 1 1 2 
90 - 99 0.06 0.09 0.04 0.02 2 1 
Total.... 50.59% 49.41% 49.92% 50.08% 2,206 2,213 6 15 16 17 22 32 


“Estimated population for Ontario 1949, taken from Vital Statistics—Analytical Report No. 1, published by the 


Dominion Bureau of Statistics, Ottawa, 1948. 





2 6 
7 P 
S 6 
$ 5 
i 4 
Oo 

. 3 
2 2 
z= yy ' 

Z Ul 


Male Female Male Female Male Female Mate Female Male Female Male Female 
30-39 40-49 50-59 60-69 - 70-79 80-89 
AGE GROUPS IN YEARS 


HEIGHT OF COLUMN=NUMBER OF CASES,KNOWN and UNKNOWN 
@-NEWCASES (21 NEW CASES+33 KNOWN DIABETICS) 


Fig. 2.—Showing age and sex distribution of 54 
diabetics, including both known and new cases 
revealed by the survey. . 


30 to 59 years and 15 eases in the decades from 
70 to 89 years. In the 54 diabetics seen 32 were 
females and 22 males. 

Previously known diabetics—The mean age 
of this group of 33 cases was 62 years, the 
range being from 36 to 81 years. 17 were female 
and 16 male. Nearly half of this group (14 
persons) knew of the existence of diabetes in 
their family histories. The average duration of 
diabetes in these known cases was 5.6 years, the 
range from 2 months to 21 years; 8 persons had 
had diabetes for over ten years. Insulin was 
taken by 23 persons, the remaining 10 were 
under treatment by diet alone. On all these cases 
a report was requested from the family physi- 
cians concerned. 
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Diabetics discovered by the survey.—The 
mean age of this group of 21 cases was 60 years, 
the range from 37 to 86 years; 15 were female 
and 6 were males. Four of these persons ap- 
peared to be symptom free at the time of diag- 
nosis, but the remaining 17 had at least one 
symptom. Tiredness was the most common 
symptom (12 persons) ; frequently of micturi- 
tion, suggested by the fact that such persons 
rose twice or oftener during the night was 
present in 9 cases. Unusual thirst was recorded 


by 5, eramps in the legs by 5, and weight loss’ 


by 3 persons. Only 4 gave a family history of 
diabetes. 

In the initial blood and urine tests of the 
new diabetics, most (15 persons) showed both 
hyperglycemic and glycosuria. One case 
showed glycosuria as the only abnormality 
and there were 5 persons who showed hyper- 
glycemia only. These 5 individuals would have 
escaped diagnosis in a survey in which urine 
tests only were used in screening the popula- 
tion. 

Seven months after the completion of the 
survey, 18 of the 21 new cases were interviewed 
and re-examined. Nine cases diagnosed by the 
aid of glucose tolerance tests were retested in 
the same way. Of the remaining 12 diagnosed 
on the results of post-prandial tests one was un- 
traced, 2 sent reports and 9 were seen and 
retested. 

The results of this follow-up study were as 
follows: (1) Treatment.—All the cases traced 
had been in the care of their physicians since 
the time of diagnosis. Eight were taking insulin. 
All had been advised on diet, though the diet 
followed varied from simple avoidance of sweet 
foods by some individuals to strict measure- 
ment of most food stuffs by others. (2) Results: 
most of those who had originally noticed symp- 
toms now claimed to feel much better. Of the 
9 tolerance tests, all showed some improvement 
and 4 were virtually normal curves, following 
only dietary treatment. Of those retested with 
single blood sugars all 9 showed improvement 
over the original tests and 3 gave completely 
normal results following only dietary treat- 
ment. In most cases this improvement was 
associated with reduction of weight. Four 
typical pairs of glucose tolerance curves show- 
ing the changes that have occurred during 
treatment are shown in Fig. 3 (A-D). 
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Fig. 3.—The original and follow-up glucose tolerance 
curves of six persons. Curve at time of diagnosis in 
continuous line. Follow-up curve in broken line. Time 
in hours (abscisse). Blood sugar in mgm. per 100 ml. 
(ordinates). A to D.—Four previously undiagnosed 
diabetics showing typical improvement following seven 
months’ dietary treament. E to F.—Two cases pre- 
viously classified as ‘‘doubtful’’ who showed further 
impairment of glucose tolerance. Neither was treated 
in the interval. 


DOUBTFUL RESULTS 


There are two groups considered under this 
heading, neither of which was included in 
either of the foregoing groups of diabetics. 
First there were 9 persons whose results were 
abnormal but were not thought to be diagnostic 
of diabetes. Secondly there were 7 persons who 
believed that they had or may have had dia- 
betes. No confirmation for their statements 
could be found, however, either in the results 
of the survey tests or in reports from their own 
doctors, when these were obtainable. 

The first group contained two persons whose 
initial tests were suggestive of diabetes but 
who were unwilling to proceed with any 
further investigations, either at the survey 
clinic or, as far as is known, with their own 
doctor. They were not seen again in the follow- 
up study. The remaining 7 were persons in- 
vestigated by glucose tolerance tests. All of 
these were followed up and the tests repeated 
after an interval of seven months. Two of these 
were especially suspicious of diabetes. Post- 
prandial tests had shown glycosuria accom- 
panied by borderline blood sugars. The glucose 
tolerance tests showed normal fasting levels, 
peaks above 180 but below 200 mgm. per 100 
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ml. blood, and two hour levels above 150 mgm. 
per 100 ml. When the tests were repeated, glu- 
cose tolerance had decreased slightly. On the 
criteria used, these cases would now be clas- 
sified as diabetic (see Fig. 3 E and F). During 
the interval between the two tests neither of 
these persons had followed any dietary restric- 
tion. Both had gained weight. The other 5 glu- 
cose tolerance tests were mostly abnormal in 
that the height of the curve exceeded 200 mgm. 
%, the fasting and the two hour levels being 
in every case below 120 mgm. %. When these 
were repeated none showed any increase in the 
abnormality. Some remained the same, others 
had returned towards normal. 

The second group, comprising 7 persons 
believing themselves to be diabetic, were all 
investigated at the survey clinic. Most gave a 
history extending over several years, all but 
one covering at least four years. None was tak- 
ing insulin and none was dieting although 
three stated that they avoided sugar. None 
showed any glycosuria and with one exception 
all post-prandial blood sugars were well below 
the upper limit of normal. The exception was 
‘a known ease of cholelithiasis, whose blood 
sugar 70 minutes after a meal was 165 mgm. 
%. In all but two eases reports from their 
physicians were not available concerning the 
initial blood and urine tests at the time of the 
supposed diagnosis. In the absence of any 
definite confirmatory evidence, the authors 
have not thought it justifiable to include these 
persons in the list of known diabetics. If they 
were to be so included the incidence of known 
diabetes in the tested population would be 
raised from 0.75 to 0.9%. 

Glycosuria. — There were 92 persons whose 
initial sample showed the presence of reducing 
substances. In addition there were 6, out of the 
172 persons who were examined on more than 
one occasion, who showed glycosuria in sub- 
sequent tests although the initial sample gave 
a negative reaction. Cases showing glycosuria 
in the initial test are analyzed-in Table IV. 

Of the 92 instances of glycosuria 32. were due 
to diabetes and of this number 16 occurred in 
known eases. If these known eases are excluded 
from the total, 16 out of the remaining 76 cases 
of glycosuria, or 21% were due to undetected 
diabetes. Of the remaining 60 non-diabetic gly- 
cosurias, 14 cases or 23% appeared to be per- 
sistent, in that glycosuria of some degree ‘was 


TABLE IV. 


ANALYSIS OF ALL PERSONS SHOWING GLYCOSURIA IN 
. In1T1AL URINE TEst 


Total No. 
of pers 
Result with No. of diabetics No. of 

of positive Known New non- 

test results Total cases cases _ diabetics 
Trace 43 6 4 2 37 
+oa++ 16 4 2 2 14 
i a i 

++++ 31 22 10 12 9 

Totals... 92 32 16 16 60 


present on at least one subsequent occasion. 
No systematic attempt to classify the non- 
diabetic glycosurias was possible. There were, 
however, 8 instances in which glycosuria was 
noticed during glucose tolerance tests which 
had been judged to be non-diabetic. Of this 
number 3 appeared to be related to a lowered 
renal threshold, and one was associated with 
a “lag storage” type of curve, or what Law- 
rence’® prefers to call the “oxyhyperglycemie 
curve’. The 60 instances of non-diabetic glyco- 
suria occurred at all ages and in both sexes, 
but was commoner in males in the ratio of 3 to 
2. In females glycosuria most often occurred 
between 20 and 50 years sometimes associated 
with pregnancy, while in males most cases oc- 
curred after middle age. 


DISCUSSION 


The diagnosis of diabetes mellitus offers no 
difficulties in frank eases of the disease. Here 
symptoms associated with glycosuria and a 
marked elevation of the blood sugar serve to 
establish the diagnosis without any doubt. How- 
ever, in a diabetes survey of a normal popula- 
tion, it is inevitable that a large proportion of 
the cases discovered should be without symptoms 
and show only slight elevation of the blood sugar 
above normal levels. The interpretation of such 
borderline results raises certain problems. 

Glucose tolerance as measured by the standard 
glucose tolerance test is known to be affected by 
numerous factors. Previous diet,”° *° ?° age, physi- 
eal inactivity,** absorption rate of ingested 
glucose, emotional stress, as well as endocrine 
disorders and hepatic disease are examples of 
such factors. Mosenthal*® has focused attention 
on the necessity for standardizing the conditions 
of the test and has demonstrated the differences 
which oecur between capillary and venous blood 
sugar levels and the variable error that arises 
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from the estimation of non-glucose reducing sub- 
stances in certain techniques. 

In interpreting the results of glucose toler- 
ance tests, these factors have been considered. 
Tests were only performed on ambulant persons. 
Diet on the days preceding the test was adequate 
to give a normal response. Mosenthal?> states 
that a diet containing 125 gm. carbohydrate per 
day is adequate to elicit a normal tolerance 
curve. Emotional factors were eliminated since 
patients had already visited the clinic twice be- 


fore and none were disturbed by the procedure: 


The criteria selected are in line with those 
suggested by several authors. Joslin? states that 
a capillary blood sugar level of over 200 mgm. 
% after food or 130 mgm. % fasting is indica- 
tive of diabetes. Mosenthal*> suggests that in a 
normal tolerance test the maximum values for 
eapillary blood should be fasting, 120 mgm. %; 
peak, 200 mgm. %; two hour level, 120 mgm. 
%. Lawrence”® also uses substantially the same 
values. Recently Moyer and Womack?’ have 
analyzed the results of over 100 tolerance tests 
on non-diabetics and compared them with those 
from a group of certain diabetics. Venous blood 
samples were estimated by the Folin-Wu method. 
They suggest that the upper normal values for 
fasting, peak and two hour level should be 118, 
195 and 126 mgm. % respectively. These figures 
represent in each case the mean normal value 
plus twice the standard deviation. These authors 
regard the two hour level as the most sensitive 
index for diagnosis. 

The improvement of glucose tolerance that 
many of the new diabetics showed when retested 
several months after diagnosis might conceivably 
be interpreted in two ways. First, it might call 
the original diagnosis into question. It might be 
argued that the original impairment of glucose 
tolerance was a transient phenomenon. Against 
this it may be observed that all these persons 
had previously shown. suspicious blood glucose 
levels on more than one occasion before the 
original tolerance test was performed. Secondly, 
the improvement in tolerance might be regarded 
as the direct result of the treatment given in 
the interval between the two tests. There are 
many reports in the literature of this change 
occurring following dietary treatment of middle 
aged obese diabetics. Simple reduction of caloric 
intake with no disproportionate reduction of 
carbohydrate was sufficient in Newburgh’s*® pa- 
tients to bring about loss of excess weight and 
return of the glucose tolerance to normal. Hims- 
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worth’? and John*’ have also quoted examples of 
this effect. Newburgh advances reasons for the 
view that these cases should not be regarded as 
true diabetics. John, however, does not accept 
this reasoning. It is generally agreed, that simple 
weight reduction ean bring about cure of both 
glycosuria and hyperglycemia in this type of 
case. 

It is of interest that two persons who did not 
receive any treatment did not show any im- 
provement of glucose tolerance when retested 8 
months later. Indeed there was some tendency 
toward further impairment. The curves are 
shown in Fig. 3 E and F. The original curves 
just failed to fulfill the criteria for diagnosis— 
there was a delayed fall, but the peak did not 
exceed 200 mgm. %. These two individuals 
would now fall within the diabetic group. 


CONCLUSIONS 


In this survey, as in others reported in the 
literature, a considerable number of unknown 
diabetics were found. Most of these cases were 
in the middle and upper age groups. Their 
diabetes appeared in most cases to be mild and 
dietary treatment alone often brought about a 
marked improvement in glucose tolerance. It 
seems that there exists a fairly large group of 
undiagnosed diabetics in the population. It 
would, therefore, be advantageous for all 
persons over the age of 40 to have their urine 
tested at least once a year. This might lead to 
earlier detection and treatment, with improve- 
ment in the sense of well being and perchance 
lessen the tendency to complications which may 
occur as the result of prolonged hyperglycemia. 


SUMMARY 


1. Samples of blood and urine from 4,419 
persons in Newmarket, Ont. were examined for 
glucose with the object of estimating thenum- 
ber of diabetics in this community: 81% of the 
town’s population were included in this total. 
All age groups were covered with the excep- 
tion of the pre-school group. 

2. The literature concerning certain other 
estimates of the incidence is reviewed briefly. 

3. The methods used in the survey are de- 
scribed; capillary blood samples were esti- 
mated by a modified Somogyi-Nelson colori- 
metric technique. Urine samples were tested 
with clinitest. 

4. Sereening and diagnostic criteria are de- 
scribed. 








Canad As J. 
Sept. i981, vol. 65 


CAMERON AND OTHERS: 


PERNICIOUS ANAMIA 241 








_ 9. The results of the survey and of a follow- 

up study seven months later are given. 54 dia- 
betics were seen among 4,419 tested, an 
incidence of 1.2%. 21 of these were previously 
undiagnosed. When these cases were re- 
examined, many showed marked improvement 
of glucose tolerance. The significance of this 
effect is discussed. 
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PERNICIOUS ANAEMIA, I 
Maintenance Treatment with Liver Extract* 


D. G. Cameron, M.D.+ 
S. R. Townsend, M.D. 
and 
E. S. Mills, M.D. 


Montreal, Que. 


IN view of fresh interest in the treatment of 

pernicious anzemia stimulated by the dis- 
covery of vitamin B,, it seemed desirable to 
evaluate the results of liver extract therapy at 
The Montreal General Hospital during the past 
twenty years as a prelude to a long term com- 
parative study. The initial response to treat- 
ment and the maintenance of remission with 
liver therapy are well documented.’ ** It is 
now evident that vitamin B,, will evoke an 
initial hematologic response in every way com- 
parable to that produced by potent liver 
extracts. The long term therapeutic effects of 
this vitamin, particularly its effect on nerve 
degeneration commonly a feature of the disease, 
ean only be assessed after studies have been 





* From the Department of Medicine, The Montreal 
General Hospital, Montreal, Canada. This work was done 
with the aid of a grant from Messrs. Armour & Co. Ltd. 

t Senior Medical Research Fellow, National Research 
Council, Canada. 





made on groups’ of cases comparable as to size 
and duration of treatment. 


CLINICAL MATERIAL AND METHODS 


321 patients with untreated pernicious 
anemia were admitted to the wards of the 
hospital during the years 1927 to 1949 inclusive. 
Data concerning sex incidence and age of onset 
of the disease are presented in Table I. There 
were 175 women and 146 men in this group. 


TABLE I. 


Sex AND AGE INCIDENCE 
321 Cases or PERNICIOUS ANZ=MIA 














— Age in years 





Number of cases Sex Average Range 
175 Women 59.5 20 - 82 
146 Men 57.8 28 - 81 
321 Total 58.6 20 - 82 





The average age of the women (59.5) was simi- 
lar to that of the men (57.8 years). On leaving 
hospital, patients, many of them from outside 
the city, were referred back to their family 
doctors. Those who had no private physicians 
were referred to our out patient clinie for 
maintenance therapy. Unfortunately, adequate 
follow-up data are not available for the entire 
group. Consequently the present study has been 
limited to the 63 patients who were attending 
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the clinic for maintenance treatment. There 
were 25 men and 38 women in this smaller 
group. 

Thirty U.S.P. units of concentrated liver 
extract had been prescribed weekly for each 
of them. Before the era of concentrated extracts, 
comparable large doses of the cruder extracts 
had been given. This dose is larger and the 
interval between injections is shorter than 
those usually recommended. Many had missed 


an occasional injection but otherwise all of, 


them attended regularly. It was found by ex- 
perience that clinic patients reported regularly 
when given weekly appointments. On the other 
hand, appointments at longer intervals seemed 
to lose any sense of urgency and many failed 
to attend, with disastrous neurologic complica- 
tions resulting in some cases. Furthermore, it 
had been observed that frequent large doses 
of liver extract were necessary to produce 
optimum results in patients with subacute com- 
bined degeneration of the spinal cord.’ For 
these reasons the regimen described above had 
been adopted as a routine for maintenance 
therapy. 

The duration of the follow-up period is 
shown in Table II: 20 patients have been fol- 


TasBLE II. 


DURATION OF FOLLOW-UP IN 
©3 CASES OF PERNICIOUS ANEMIA 


FOLLOW-UP 


. -5 6-10 
IN YEARS eS 


-IS 16-20 20-23 


lowed for more than 10 years, 20 patients for 
5 to 10 years, 18 for 2 to 5 years and 5 for 1 to 
2 years. 

The clinical diagnosis of pernicious anemia 
was confirmed by the usual hematologic 
criteria, the presence of achlorhydria and a 
satisfactory initial response to treatment. A 
barium series was done in each case to exclude 


carcinoma of the stomach. Marrow smears were 
not examined in the early members of the 
group, but in recent years sternal punctures 
revealed megaloblastic erythropoiesis in every 
case. The patients were weighed at each visit 
to the Out Patient Clinic and routine blood 
counts were made at six month intervals. If a 
patient was losing weight or had complaints 
suggesting a relapse, a complete physical exam- 
ination was done and the blood counts were re- 
peated. Falling blood counts and weight loss 
were always due to complicating disease or in- 
adequate diet. A final blood count and physical 
examination of each patient was made to com- 
plete this study. The mean age of the group 
at that time was 65 and individual ages ranged 
from 40 to 87 years. 


RESULTS 


Subjective—Data concerning. symptoms are 
detailed in Table III. 54 patients presented with 


TABLE III. 


SyMPToMS IN 63 CASES OF PERNICIOUS ANZZMIA 


Presenting symptoms 
of anemia neurologic 


2 
7 


9 


Gastro- 
intestinal 
symptoms 


51 35* 
40 13 


Classical triad of symptoms 
Weakness Parexsthesia Sore tongue Triad 





Symptoms Neurologic 
of anemia symptoms 





19 8 
31 15* 
50 23 
12 
22* 
34 


* Not recorded in one case. : 
+ Age 85—arteriosclerotic cardiovascular disease. 


symptoms of anemia such as weakness, lassi- 
tude, easy fatigability, dyspnea on mild 
exertion and palpitation. 9 patients presented 
with neurologic symptoms such as paralysis, 
ataxia, paresthesie and incontinence. Every 
patient had initial symptoms of anemia, 51 of 
them had neurologic symptoms and 35 had 
gastrointestinal complaints such as sore tongue, 
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nausea, vomiting, flatulence, diarrhcea or con- 
stipation. At the conclusion of the study only 
one patient had symptoms of anemia, 13 had 


TasBie IV. 


PuysiIcau Siens IN 63 Cases or PERNICIOUS ANZMIA 





a Colour 
Pale Paleyellow Normal Not noted 
Creiet..... ss x 20 36 2 5 
Des epic oe 0 57 0 
2. Lingual papiliz 
Present Atrophied Not noted 
Ns: ear cu au ean wees 11 44 8 
BO a erkaneesaaenas 61 2 0 
3. Blood pressure 
Above Below 
145/90 145/90 Not noted 
Onset 
tat eindews we 1 19 5 
6 4s ook eacnes 1 30 7 
<0 Perey ee 2 49 12 
ow 
RE AA cexdutetwese 17 8 0 
PO iadGixdesadaws 30 8 0 
Wai wivisaewase 47 16* 0 


*Includes 2 cases in which the systolic pressure exceeded 
145 but the diastolic pressure was less than 90. 


4. Spleen Liver Both 

palpable palpable palpable Not noted 
6 ee 15 17 5 8 
Bik bn vce 0 3 0 0 


gastrointestinal symptoms and 40 had neuro- 
logic complaints. 34 of these 40 patients stated 
that their neurologic symptoms were less 
severe. 

Objective-—Data concerning physical signs 
are presented in Table IV. Initially, all but 2 
patients were pale and 36 of them had a yellow 
tint as well. At the conclusion of the study, 6 
patients remained pale and the rest had a 


¢ 





normal colour. Atrophy of the lingual papille 
was present originally in 44 cases. It was seen 
in only 2 at the end of the observation period. 
Initial blood pressures exceeded 145/90 mm. of 
mercury in only 2 eases, but at the final exam- 
ination 47 patients had blood pressure readings 
in excess of these figures..The diastolic pressure 
was 100 in 10 of these cases and even higher 
in 16 others. At the outset, the liver was felt 
in 17, the spleen in 15 and both organs in 5 
eases. At the conclusion of the study, 3 patients 
had palpable livers but none had palpable 
spleens. 

The pertinent neurologic findings are shown 
in Table V. It is difficult to assess the effects of 
treatment on the neurologic signs in this dis- 
ease. The difficulty is enhanced here because 
specific information regarding one or other of 
the signs was not recorded originally in many 
eases. However, objective improvement oc- 
curred in the tendon reflexes of at least 2 pa- 
tients, abnormal plantar responses returned to 
normal in 2 instances and impaired vibration 
sense became normal in 12 eases. 50 patients 
had some initial objective neurologic disease 
but only 48 showed signs of neurologic dis- 
order at the conclusion of the study. It is clear 
that a complete remission of all physical signs 
of neurologic abnormality occurred in 7 pa- 
tients. Moreover, progression of neurologic 
disease did not occur in any case. 

Blood studies. — Hematologic data are pre- 
sented in Table VI. The initial red cell count 
was lower than four million per e.mm. and the 
hemoglobin level was below 13.0 gm. per 100 ml. 
in every case. At the conclusion of the study 
the red cell count and hemoglobin levels were 
in excess of these figures in all but 3 cases. One 
of these patients had chronic hepatitis, one had 
myxcedema and one had chronic arteriosclerotic 


TABLE VY. 
NEvROLoaIc Finpines In 63 Cases or PERNICIOUS ANEMIA 


Tendon reflexes Plantar response 


not not 
N. E. A. noted| f L noted} I. 
Onset | 28 3 14 18 | 6 39 18 | 34 
Now | 48 3 12 0 | 4 59 0 | 99 





Objective neurologic 
involvement 
0's cE ¥e a hee 50 
WO Ae eStores 43 


Vibration sense Two point Position 
sense sense 

not .'' not not 

A, N. noted a N. noted| N. A. noted 


12 9 8 25 6 32 7 ae 
15 26 0 3339 0 58 5 0 


Neurologic 
symptoms Key: 
51 N.—Normal 
40 E.—exaggerated 
A.—absent 


I.—impaired 


a ee en ena lp lena sas el altace hc cuasete alc esata hae acm 
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TaBLe VI. 
Bioop Counts IN 63 CASES OF PERNICIOUS ANMIA 


Red count (millions) 


under 
2 2to3 


under 


8 to4 mean 8 


Onset 31 18 14 2 9 28 


Now 0 0 3 5 0 


*Hellige. **Pijper. 725 cases not noted. 


cardiovascular disease with failure. The low 


red cell counts and hemoglobin in these 3 cases’ ’ 


were considered to be related to the compli- 
cating diseases. 2 of these patients showed per- 
sisting macrocytosis as well. 

The mean red cell diameter was estimated 
initially in only 38 cases but in each instance 
it exceeded the upper limit of normal (7.9 ,). 
At the conclusion of the study only 2 patients 
showed persisting macrocytosis. Reference has 
been made to the low red cell counts and hemo- 
globin levels and the presence of complicating 
disease in these 2 cases; 20 patients had leuko- 
penia at the outset. The final leucocyte counts 
were in the normal range in every ease. 


COMMENT 


In Canada‘ and the United States’ pernicious 
anemia has been reported to be commoner in 
men. In England® men and women are equally 
affected. In Sweden,® on the other hand, the 
disease is more common in women. It is inter- 
esting that females predominate in series re- 
ported from Boston’® and that this is so in the 
present group. 

Murphy” has pointed out that arterial hyper- 
tension is common among patients with per- 
nicious anemia who have been treated ade- 
quately with liver extract. This finding has 
received little comment. In the present group 
of patients, it is interesting that 47 (75%) had 
final blood pressure readings higher than 
145/90 mm. of mercury. The possibility comes 
to mind that this represents an increased 
incidence of hypertension and that the increase 
is somehow related to liver therapy. It is more 
likely that these observations simply reflect the 
high blood pressures normally found in older 
age groups.’? Malignant hypertension has not 
developed in any of our patients nor have 
symptoms attributed to hypertension been in- 
capacitating. ' 

A satisfactory hematologic remission was 


Hemoglobin (grams*) 


5 to 8 13 


Red cell diameter 
(microns**) 
over 8 or 


Leukocytes 
(thousands) 
over under 

mean 4to0 mean 8 under 


0 8 20 5 38t 0 
60 14 0 6 2 61 


maintained in all but 3 instances. Reference has 
been made to the complications in these re- 
fractory cases. 

The results of treatment on the manifesta- 
tions of subacute combined degeneration of the 
spinal cord are encouraging. Symptomatic im- 
provement occurred in most of the patients, 
and in a few the physical signs of neurologic 
disorder disappeared completely. The improve- 
ment we have observed is comparable to that 
reported by authors who have prescribed large 
doses of liver extract at short intervals over a 
long period of time. In particular they are simi- 
lar to those reported previously from this 
country by Farquharson and Mills,> both of 
whom concluded that frequent large doses of 
liver extract are required to achieve maximum 
neurologic improvement. 


SUMMARY 


1. 63 patients with pernicious anemia were 
maintained on large doses of liver extract by 
intramuscular injection for periods of 1 to 20 
years. 

2. A satisfactory hematologic remission was 
maintained in all but 3 patients. These 3 re- 
fractory cases had complicating diseases. 

3. Some improvement was achieved in 45 of 
the 51 patients who had neurologic involve- 
ment. 11 had complete relief from their symp- 
toms and 34 stated that their complaints were 
less severe. Abnormal physical signs disap- 
peared in 7 cases. None of the 13 patients who 
were free of neurologic complaints at the out- 
set developed such manifestations on mainten- 
ance therapy. Moreover, progression of neuro- 
logic disease did not occur in any ease. 
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THE MANIFESTATIONS OF SARCOIDOSIS 


O. D. Beresford, M.D.(Wales), M.R.C.P.(Lond.) 
Regina Cancer Clinic, Regina, Sask. 


ALTHOUGH sarcoidosis is a rare disease and 

many excellent accounts may be found in 
the literature (Raven,! Longeope,? Bodley- 
Scott?) the following cases from a series of 18 
observed in the Bristol area (England) seem 
worth recording, as they serve to illustrate the 
main features of the disease. 

The first recorded example of the condition 
was given by Jonathan Hutchinson.‘ His patient 
had extensive skin lesions of the sareoid type 
and a brawny cedematous swelling of the fore- 
finger. Besnier® described a lesion of the skin 
and lymphatic glands and because the lesion 
histologically resembled sarcoma, he called it 
“Multiple Benign Sarkoid of the Skin”. Sub- 
sequently Boeck® described cases where the 
mucous membranes, internal organs and bones 
were affected. Kreibich’ first described the bony 
lesions but Jungling® focused attention on these 
lesions and considered they were a: tuberculous 
manifestation, hence the name “Osteitis Tuber- 
culosa Multiplex Cystiea”. Schaumann® drew 
attention to the protean nature of the disease 
and his name is often associated with it particu- 
larly in Europe. 

Sarcoidosis is said to be most common in the 
third and fourth decade but cases have been 
recorded in infaney (three weeks and three 
months) and also in old age (70 and 80 years). 

The etiology of the condition is doubtful al- 
though most authorities consider it to be an un- 
usual form of tuberculosis. Dawson’? accepts the 
disease as a non-caseating form of tuberculosis 
in individuals with high immunity and low sen- 
sitivity, the change depending on loss of stable 
balance between the host and parasite. Another 
view is that it is a non-specific tissue response 
to a variety of pathological agents. Granuloma- 
tous lesions following exposure to beryllium may 
resemble sarcoidosis very closely as may the 
lesions of chronic brucellosis. Histoplasmosis, 
moniliasis and blastomycoses may also give a 
similar clinical, radiological and pathological 


picture but new methods of histological tech- 
nique may be of help in identifying the fungi. 

There seems to be considerable evidence that 
most forms of this disease are an unusual tuber- 
culous manifestation. The similarity in path- 
ology and symptomatology, and the difficulty in 
differentiating it from a chronic form of tuber- 
culosis lend support to this view. Other evidence 
is given by Schaumann'! who was able to find 
tubercle bacilli in some of his biopsy material, 
and also demonstrated necrosis in some of the 
lesions. Warfringe,’? produced a sareoid lesion 
by injecting subeutaneously a sterile suspension 
of tubercle bacilli from a patient with pulmonary 
tuberculosis and sarcoidosis. Furthermore the 
frequeney with which frank tuberculosis oceurs 
as a complication seems more than coincidence. 
The incidence of sarcoidosis is high in countries 
like Seandinavia where there is a high natural 
resistance to tuberculosis. Lastly, the compara- 
tive pathology is interesting in that animals with 
a high natural resistance to tuberculosis when 
infected with the tubercle bacillus produce a 
sarcoid reaction. 

One of the main objections to the general ac- 
ceptance of a tuberculous etiology is the high 
proportion of cases in which the Mantoux is 
negative. Four cases in this series showed a well 
calcified primary complex and yet the Mantoux 
was negative. If the primary focus were searched 
for in the abdomen this figure might be higher. 
It would seem that the negative Mantoux can be 
explained by a high degree of immunity, and is 
not in itself a reason for excluding tuberculosis 
as the cause of the disease, just as the Mantoux 
is negative in rare chronic forms of miliary 
tuberculosis. It is also worthy of comment that 
a positive tuberculin test in an animal can be 
rendered negative after exhibition of ACTH. 

The diagnosis of sarcoidosis can rarely, if ever, 
be made -without a series of investigations. 
Biopsy material is desirable in all eases and may 
be obtained from a lymph node, skin or tonsil. 
Liver biopsy has been used with success by 
Seadding.*® No case should be considered com- 
plete without a biopsy, and in this series no case 
was accepted as sarcoidosis without a biopsy if 
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any other disease was even remotely possible. 
However, the diagnosis must be based on the 
clinical picture as a whole and the biopsy 
material regarded as essential confirmatory 
evidence. 

The characteristic histological lesion consists 
of collections of epithelioid cells arranged in 
follicles and differing from the tubercle follicle 
in showing no necrosis and no demonstrable 
tubercle bacilli. The lesion heals by fibrosis and 
hyalinization and before this occurs giant cells 
may be seen. 

A full blood count is necessary in all cases 
and may show anemia, a monocytosis or an 
eosinophilia. The blood proteins may show a 
raised blood globulin and the sedimentation rate 
will vary accordingly. The Mantoux reaction is 
negative in a high proportion of cases but a 
positive reaction does not necessarily exclude the 
disease. The Kveim reaction is not in general 
use as the reaction may take months to occur. 
X-ray of the chest may show enlarged hilar 
and mediastinal glands and a variety of lesions 
in the lung fields (Secadding’*). X-ray of the 
hands and feet may show the typical circular 
punched out areas of bone resorption. In skin 
lesions of the face, x-ray of the nasal bones may 
show involvement. 

Owing to the protean nature of the disease 
the patients present in a variety of ways. A skin 
manifestation is said to be the most common, 
but although three in this series had skin lesions, 
it was not the presenting feature in any of them. 
A variety of skin lesions are described of which 
lupus pernio is the most generally known. Super- 
ficially this resembles lupus vulgaris, but the 
bluish tinge of lupus pernio helps in the differ- 
ential diagnosis. A nodular type of sarcoid is 
described, and also lesions resembling erythema 
nodosum. 


CasE 1 


A female, aged 31 years, was first admitted to hos- 
pital on July 19, 1948. She complained of pain in the 
left chest, worse when she was lying on the left side. 
For twelve months she had noticed some red spots on 
her face but had taken little notice of them. Three 
months previously she had been brought under observa- 
tion as a result of mass radiography. On examination 
her general condition was good. There was a lupoid 
lesion of the face, and discrete lymph nodes could be 
palpated in the neck, submental region, axille and 
groins. The chest showed an impaired percussion note 
at the left base. The spleen was enlarged two fingers- 
breadth below the costal margin. The liver was not 
palpable. Two lymph nodes from the neck were removed, 
and both showed the typical histological picture of 
sarcoidosis. Her condition remained much the same with 
the exception of the skin lesion which progressed, and 
on May 4, 1950, she was re-admitted to hospital. X-ray 
of chest showed bilateral hilar enlargement. Blood 
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globulin was 4.50 gm. %. Mantoux was negative to 1 
in 100. A course of calciferol 50,000 units, b.id. and 
streptomycin gm. 1, b.id. was commenced on May 10, 
but it was tolerated badly and on May 18 she developed 
a generalized rash, pyrexia and general malaise. Treat- 
ment was stopped, and with antihistamines improve- 
ment rapidly occurred. She was discharged on May 30. 
The skin rash had improved slightly. 


Comment.—This patient had a most disfigur- 
ing skin lesion of the sarecoid-type and also gen- 
eralized lymphadenopathy and _ splenomegaly. 
Her general health was good, Some slight -im- 
provement occurred with a short course of strep- 


‘ tomyein and ealciferol. She was under observa- 


tion eighteen months and had had the disease 
at least two and a half years. 

While it is uncommon for bone lesions to be 
the presenting feature in sarcoidosis, their pres- 
ence is of great help in the diagnosis of the 
condition. The true incidence of osseous lesions 
is difficult to ascertain with certainty, but Holt 
and Owens,’ after a careful review of the litera- 
ture, considered they may be expected in 15 to 
16% of cases. 


CASE 2 


A male, aged 29 years, was first admitted to hospital 
at the age of 17 years with a generalized lymphadeno- 
pathy. He had no symptoms and the only other physical 
sign was an enlarged spleen. Biopsy of one of the 
axillary lymph nodes revealed the typical picture of 
sarcoidosis. The patient remained in good health until 
1942 when his hands started to swell. He carried on with 
his work as a labourer until 1944 when a piece of steel 
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entered his right eye and shortly afterwards a rash ap- 
peared on his face. Examination at this time revealed 
gross deformity of the hands and a skin lesion of the 
face which had the typical bluish appearance of lupus 
pernio. The spleen was palpable three fingersbreadth 
below the costal margin, but there were no enlarged 
superficial lymph nodes. X-ray of the hands showed gross 
sarcoid changes of all types, involving the phalanges, and 
to a lesser extent the metacarpals. X-ray of chest showed 
enlarged hilar and parabronchial lymph nodes. 

Between 1944 and 1946 the patient’s nose became 
gradually more misshapen, and the skin lesion much 
more extensive. Radiographs were again taken in 1948. 
The chest showed little change, but the hands showed in 
parts some evidence of healing, but further destruction 
had occurred in phalanges not previously affected. De- 
formity had increased, and the head of the right middle 
phalanx had fractured. The feet showed a few cysts in 
some of the phalanges and metatarsal heads, and some 
changes in the right tarsal bones. 

Physical examination in 1949 showed an extensive 
skin lesion of the face typical of lupus pernio. The 
cartilage of the nose appeared to be partially destroyed 
(Fig. 1). Both eyelids were puffy. The right eye was 
blind as a result of the injury, but the left appeared 
normal. The hands were cyanosed, swollen and grossly 
deformed but they were not tender or painful, and 
function was good. The spleen was enlarged one hands- 
breadth below the costal margin and the liver edge was 
palpable. No enlarged superficial lymph nodes could be 
palpated. Mantoux reaction was negative to 1 in 1,000. 
X-ray of chest showed some dimmution in the lymph 
node enlargement. The hands showed little change apart 
from further loss of soft tissue swelling. The feet were 
unchanged. The right olecranon showed some lattice 
pattern and some localized cystic areas of porosis were 
also visible in the right radial head and less definitely 
in the left radial head. X-ray of the nasal bones showed 
considerable destruction. 


Comment.—This ease had been followed for 
some twelve years and for six years had demon- 
strable bony involvement. The osseous lesions in 
this case were unusually extensive (Fig. 2). In 
addition the skin lesion of the face was most 
disfiguring, and this alone was sufficient to pre- 
vent him obtaining any kind of employment. 


Many cases of sarcoidosis present to the oph- 
thalmologist who is fully aware of the association 
of nodular iritis and bone and chest changes. 
Three of this series were seen first by ophthal- 
mologists because of their eye condition: the 
following was one of these. 


CASE 3 


A male, aged 34 years, first came under observation 
in November, 1946, complaining of redness of both eyes. 
He was diagnosed as bilateral iridocyclitis and treated 
with atropine eye-drops. He had recurrent eye trouble 
but no other symptoms until January, 1950, when he 
developed a cough which was associated with general 
malaise and a feeling of tiredness. He lost 14 lb. in 
weight between January and May, 1950 and became in- 
creasingly short of breath. Physical examination in May, 
1950 showed a wasted individual with marked clubbing 
of the fingers. There was a bilateral conjunctivitis with 
some posterior synechie visible. The superficial lymph 
nodes were enlarged. The spleen and liver were not 
palpable. The expansion of the chest was poor and there 
was some impairment to percussion in both interscapular 
regions. Breath sounds were harsh and there were numer- 
ous moist and coarse rales throughout both sides of the 
chest. A blood count at this time showed normal hemo- 
globin and red cell count, and white cells were 7,800. 
Neutrophils 69% ; lymphocytes 20% ; monocytes 8% and 
eosinophils 2%. Blood proteins were, albumen 6.3 gm. 
%; globulin 3.4 gm. %. Chest x-ray showed bilateral 
hilar enlargement and considerable mottling throughout 
both lung fields (Fig. 3). Fibrosis was marked in places. 
X-ray of hands and feet showed a few small cysts in the 
hands of doubtful significance. Biopsy of a cervical 
lymph node showed the typical picture of sarcoidosis. 

The patient’s condition remained much the same until 
August 18, when he was admitted to hospital. During 
his admission he passed up to six litres of urine daily. 
The urine contained a trace of albumen, and the specific 
gravity was fixed at 1.010. Urea concentration test was 
poor. A course of streptomycin gram 1, b.i.d. was given 
for seven weeks. Some slight improvement occurred in 
his general condition on this regimen. The blood urea 
which was 67 mgm. on admission, was 35 mgm. when 
discharged on December 6. 





Fig. 2 


Pig. 3 
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Comment.—This patient was a case of gen- 
eralized sarcoidosis who was treated with 
streptomycin with very little improvement. In 
addition he had renal impairment which may 
have been a sarcoid manifestation as suggested 
by Seadding.'* The disease had restricted his 
activities considerably. 

One of the features of sarcoidosis is a gen- 
eralized lymphadenopathy, and this may be the 
patient’s main complaint, as in the following 
case. 


CASE 4 


A male, aged 18 years, developed a_ generalized 
lymphadenopathy in November, 1949. Physical examina- 
tion in April, 1950 showed an enlarged spleen and liver 
and chest x-ray suggested some broadening of the medi- 
astinum. Mantoux was negative. Lymph node biopsy 
showed the appearances of sarcoidosis. Clinically the 
diagnosis in this case was Hodgkin’s disease. 


Many eases of sarcoidosis are discovered as 
a result of routine x-ray or mass radiography. 
This was so in three of this group of cases. 


CasE 5 


A male, aged 36 years, had a routine chest x-ray on 
April 25, 1949. This showed enlarged hilar and 
mediastinal lymph nodes. Physical examination revealed 
a well nourished patient with a generalized lymphadeno- 
pathy, and a spleen enlarged two fingersbreadth below 
the costal margin. The Mantoux was negative, but all 
other investigations were within normal limits. Biopsy 
of a cervical node on April 27 showed the typical picture 
of sarcoidosis. 

This patient remained in good health, and the lymph- 
adenopathy was beginning to subside when last seen in 
December, 1950. 


Comment.—Although this patient had very 
definite physical signs the disease had not inter- 
fered with his life in any way. 


CASE 6 


A male, aged 20 years, was admitted to hospital on 
September 20, 1946 following an abnormality discovered 
on mass radiography. He had no symptoms and there 
were no abnormal physical signs. Chest x-ray showed 
enlarged hilar lymph nodes and some reticulation in both 
lung fields. Mantoux was negative to 1 in 100. All other 
investigations were normal, and on October 14 a left 
thoracotomy was performed in order to establish a 
diagnosis. At the apex of the left upper lobe a collection 
of small, grey, opaque tubercles could be seen and a 
further collection was visible on the interlobar surface 
of the upper lobe. A small portion of the lung was re- 
moved and histological examination showed the typical 
lesion of sarcoidosis. 

This patient was followed to November 8, 1949. He 
remained well and had continued his work. Chest x-ray 
showed the lesions to be subsiding. 


Comment.—This case is unusual in that the 
diagnosis was obtained only after lung biopsy. 
There is considerable speculation as to the path- 
ological nature of the various opacities which 
may be seen in the lung fields in this disease. 
Some authorities consider the appearance is due 
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to lymphatic obstruction, but in this case in- 
filtration with sarcoid granuloma had occurred. 


CASE 7 


A female, aged 38 years, came under observation as a 
result of routine chest x-ray in April, 1950, which showed 
bilateral hilar enlargement and some reticulation in both 
lung fields. The patient gave a history of erythema 
nodosum at the age of 18 years which had lasted six 
weeks. A similar lesion recurred in January, 1949, on 
the arms and the legs, and lasted for three months. In 
January, 1950, there was a further recurrence of the 
lesions on her arms only. At that time she had some 
associated eye trouble. Physical examination in April, 


, 1950, showed a well nourished patient with slight con- 


junctival injection—there was no evidence of iritis. 
Fading areas of the erythema nodosum type were visible 
in both arms. No other abnormal signs could be Cemon- 
strated. Blood count was normal. Blood globulin 3.4 
gm./100 ml. Mantoux was negative to 1 in 10,000. 


Comment.—Biopsy material was not obtained 
in this case but sarcoidosis seemed the most 
reasonable diagnosis. Thatan erythema nodosum- 
like lesion can be produced by sarcoidosis is well 
recognized and recent reports describing this 
have appeared by Bjerkelund’® and Crawley.’ 

The remaining nine cases presented with chest 
symptoms which was the most common mani- 
festation in this series. Four will be briefly de- 
scribed. Involvement of the chest is common in 
sarcoidosis but it is unusual for the disease to 
produce symptoms referred to the chest. The 
high proportion of cases with chest symptoms in 
this series is probably because most of the cases 
were traced through a large thoracic unit. 


CASE 8 


A male, aged 35 years, was seen in March, 1943, when 
he complained of cough and general malaise. Examina- 
tion showed an enlarged spleen and chest x-ray showed 
hilar enlargement. The diagnosis was confirmed by biopsy 
of a small supraclavicular lymph node. 

When seen in February, 1950, he was rather wasted 
and the spleen and liver were enlarged. Chest x-ray 
showed enlarged lymph nodes at both hila and some 
fibrosis. Mantoux was negative. 


Comment.—This patient had suffered from 
sarcoidosis for at least seven years, and although 
he had not been incapacitated by the disease, 
his general health had been poor throughout this 
time. 


CASE 9 


A male, aged 43 years, was admitted to hospital on 
January 12, 1948. He had suffered from a troublesome 
cough for at least five years and, in addition, complained 
of shortness of breath on exertion. Physical examination 
showed a well nourished patient. There was slight im- 
pairment to percussion at the right apex and poor air 
entry in this area, but very little else abnormal could 
be found in the chest. There was a small lymph node 
in the left axilla. Chest x-ray showed extensive lesions 
throughout both. lung fields. Multiple small cavities were 
also visible. X-ray of spine showed extensive ankylosing 
spondylitis. Blood proteins were albumen 3.51 gm. %}3 
globulin 4.58 gm. %. Mantoux reaction was negative to 
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1 in 1,000. Biopsy of the small node in the left axilla 
showed the histological appearance of sarcoidosis. 

The patient was kept in bed, and the sputum and 
stomach washings repeatedly examined for tubercle 
bacilli but none were found. The temperature remained 
normal, and eventually the patient was discharged on 
September 24. Soon after his discharge he complained of 
gradually increasing weakness, and in May, 1949, had to 
take to his bed. Cough and dyspnea became much more 
troublesome and he lost more than twenty pounds in 
weight. 

He was re-admitted to hospital on June 6, 1949. 
Physical examination was much the same as during his 
previous admission, apart from the obvious weight loss. 
There were a few small lymph nodes palpable in the 
right axilla. For the first two months in hospital he had 
an irregular pyrexia up to 101° F. On July 7 he de- 
veloped a swelling over the left sacro-iliac joint, from 
which tubercle bacilli of the human type were isolated. 
A course of streptomycin gm. 1, b.i.d. was- started on 
November 1, but the patient was unable to tolerate the 
drug and after three weeks it was stopped. February 1, 
1950, a further lymph node was removed from the right 
axilla. A similar histological picture was seen, no necro- 
sis had occurred and no tubercle bacilli could be found. 
Guinea pig inoculation of the gland was negative. 

When last seen in December, 1950, the patient’s 
condition was slowly improving. The chest x-ray was 
virtually unchanged. 


Comment.—This ease illustrates one of the 
complications of sarcoidosis, 7.e., the development 
of frank tuberculosis which may prove fatal. 
The unusual chest x-ray probably indicated the 
presence of associated bronchiectasis, possibly as 
a result of the sarcoidosis. It is usual for the 
sarcoid lesion to subside when tuberculosis de- 
velops (Dawson'®) but in this patient the node 
excised after the development of tuberculosis 
still showed the characteristic appearances of 
sarcoidosis and the chest x-ray was virtually 
unchanged. 

The presence of the ankylosing spondylitis 
was probably fortuitous, and as the association 
has not previously been described no connection 
exists between the two diseases, as far as can be 
ascertained. 


CasE 10 


A female, aged 39 years, was first seen in May, 1944. 
She stated she had suffered from a cough with sputum 
since an attack of pneumonia as a child. At the age of 
24 years she had a severe attack of influenza and since 
that time had suffered from progressive dyspnea. Two 
years before admission, she began to lose weight and 
noticed an alteration in the shape of her fingers. Physi- 
cal examination showed a poorly nourished patient who 
was extremely dyspneic. Chest expansion was poor, 
breath sounds were harsh and there were numerous 
adventitious sounds scattered throughout both sides of 
the chest. Small lymph nodes were palpable in both 
axille but the liver and spleen were not palpable. White 
cell count was 16,000; eosinophils 6%. The patient’s con- 
dition gradually deteriorated and she died on March 13, 
1945. 

Post mortem examination showed patchy thickening 
of the surface of the lungs. Both lungs were small and 
extremely fibrous. The epicardium showed some unusual 
grey patches. The right ventricle was somewhat hyper- 
trophied. Histological examination of the heart showed 
nothing very definite in the myocardium. The lungs 


showed a patchy fibrosis, and in addition areas showing 
the typical features of sarcoidosis including doubly re- 
fractile material that was not sudanophile. Some medi- 
astinal lymph nodes showed a similar appearance. 


Comment.—This ease illustrates the second 
way in which sarcoidosis may have a fatal out- 
come. The lung lesion becomes fibrosed and the 
patient develops chronic cor pulmonale. 


CASE 11 


A female, aged 53 years, was admitted to hospital on 
April 24, 1950. She gave a twelve months’ history of 
progressive dyspnea. In addition, she had suffered from 
periodic attacks of dyspnea which came on suddenly, 
and were associated with a choking feeling and palpita- 
tions. For six months she had noticed a rash on her 
face which had become progressively worse. 

Physical examination showed a moderately nourished 
patient with several small, superficial, patchy, ulcerated 
areas on the face which were slightly pigmented. No 
enlarged superficial lymph nodes were palpable. No 
physical signs could be found in the chest. The pulse 
was 68, the heart was not enlarged, the heart sounds 
were normal and there was a soft apical systolic murmur. 
An occasional dropped beat was noted. The blood pres- 
sure was 125/90. Examination of the abdomen revealed 
no abnormality, the spleen was not palpable. Involving 
the skin of the left shin was a plaque-like lesion measur- 
ing 1.5 em. by 2 em., the surface of which was covered 
by a keratin-like crust. Chest x-ray showed enlargement 
at the right hilum. X-ray of the hands showed some 
small, cystic areas. Blood proteins were albumen 4.06 
gm. %; globulin 3.14 gm. %. Mantoux was negative to 
1 in 100. On May 2, biopsy of the skin lesion of the face 
was performed and on histological examination this 
tissue showed a sarcoid lesion. Treatment consisted of 
bed rest and streptomycin, gm. 1, b.idd. and on this 
regimen the skin lesion of her face almost disappeared. 
On May 24, biopsy of the skin lesion of her Jeft shin 
was’ undertaken as it was considered the lesion might be 
an epithelioma. This was done under local anesthesia but 
during the operation the patient developed tachycardia 
which was followed by persistent vomiting. An electro- 
cardiogram showed the patient to be suffering from 
paroxysmal ventricular tachycardia. This resisted all 
methods of treatment for 12 days during which time con- 
gestive cardiac failure supervened. Marked mental 
changes occurred; she gradually deteriorated and died 
on June 11. 

The essential post mortem findings were: enlarged 
paratracheal and hilar lymph nodes; normal lungs; 
marked scarring and fibrosis of the heart; particularly in 
the left ventricle. Histological examination of the. hilar 
nodes showed widespread fibrosis with a few giant cells. 
The gland had lost its normal architecture. The liver; 
spleen and lungs showed no abnormality. The heart 
showed extensive fibrosis with many aggregates of small 
round cells. Although the phalanges showed cystic 
changes radiologically, careful histological examination 
of the affected bones revealed no abnormality. 


Comment. — This ease illustrates the third 
fatal) complication of the disease—cardiac 
fibrosis. It was unfortunate that the patient. de- 
veloped the fatal attack during biopsy and it 
is assumed the attack was induced by fright. 
Similar attacks had occurred previously but 
this history was onty obtained after the onset 
of the fatal attack. It is interesting that the 
convincing biopsy material was obtained dur- 
ing life (the shin lesion showed sarcoidosis) 
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and at post mortem no typical lesions were 
found. It would appear that the tiny punched 
out bony lesions that are often regarded as 
diagnostic of sarcoidosis should be interpreted 
with caution. 


DISCUSSION 


This series of cases illustrates the main ways 
in which sarcoidosis presents, and also the 
recognized complications of the disease. The 
cases had been followed for periods varying 


from a few months to twelve years. The age of-’ 


onset of the disease was maximal in the third 
and fourth decades in this series. Seven oc- 
curred in the fourth decade and five in the 
third. This is in accord with most published 
accounts of the condition. The sex incidence 
showed a slight preponderance of females 
(58.5%) but the figures are too small to be of 
any significance. There had been no exposure to 
any known oceupation hazard in any of the 
patients. 

Nine of the patients came from rural areas 
and four of them were from neighbouring 
villages. The incidence amongst rural popula- 
tion has been noted by previous authors but 
the significance of the finding is not known. It 
may be that the increased exposure to bovine 
tuberculosis through the medium of raw milk 
is a factor in the etiology of the disease. 

All the cases except one showed radiological 
evidence of a chest lesion at some time during 
the course of the disease. Ricker and Clark’® 
in a review of 300 cases found chest lesions in 
76%. In six cases in this series the hilar nodes 
only were enlarged and in two, the enlarged 
hilar nodes were associated with diffuse mottling 
throughout the lung fields. Five cases showed 
enlarged hilar nodes associated with fine reticu- 
lation in the lung fields. In two cases there was 
diffuse mottling without enlarged hilar nodes. 
One ease showed diffuse fibrosis only and the 
remaining case showed fibrosis associated with 
emphysema and possibly some bulla formation. 

The prognosis of sarcoidosis is usually re- 
garded as good and the disease is considered to 
burn itself out in from five to ten years. How- 
ever in this group of cases at least 50% had 
varying degrees of disablement. Two patients 
had disfiguring facial lesions and the disease 
was still active 214 and 12 years after the onset 
of symptoms. Three patients had been followed 
for 7, 6 and 4 years and had been in poor gen- 
eral health with considerable restriction of 
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their activities since the onset of symptoms. 
One patient had a severe degree of dyspnea 
for three years but improvement was occurring 
when last seen. One of the patients had de- 
veloped tuberculosis and had been in hospital 
for two years. Two patients had succumbed as 
a result of the disease. 

Eight of the remaining patients had little 
upset and were able to continue with their 
work. The last case had troublesome dyspnea 
at the onset but the condition appeared to be 
subsiding two years later. 

The high proportion of cases in which dis- 
ablement occurred in this series may be mis- 
leading as in the course of this investigation 
many cases were seen which were probably 
examples of sarcoidosis but were excluded from 
this report because of the absence of biopsy 
material or because of the possibility of some 
other disease. 

There appears to be no effective form of 
treatment for sarcoidosis. Vitamins, irradia- 
tion, arsenic and ultraviolet light have been 
used in the past without any consistent re- 
sponse. Indeed the natural history of the dis- 
ease is so variable that the results of any form 
of treatment would be difficult to assess. 

In view of the successful treatment of lupus 
vulgaris with calciferol it was reasonable to 
assume some response would occur in lupus 
pernio. Robertson®® and Curtis et al.?4 obtained 
satisfactory results in some cases but this has 
not been confirmed by other workers. Sead- 
ding** considered that the effect of calciferol 
on the diffuse pulmonary infiltration was well 
worth further investigation, although he 
pointed out that the drug was tolerated poorly 
in many patients and should be given cautiously 
and with strict biochemical control. 

In view of the suspected tuberculous etiology 
a trial with streptomycin might have been ex- 
pected. Reports are few but Pulaski and 
White”? treated seven cases of pulmonary 
sarcoidosis with streptomycin and noticed no 
effect on the pulmonary lesions. Streptomycin 
was used in four cases in this series and no 
dramatic response was noted, although the skin 
lesion in one case appeared to improve. 

In the present state of our knowledge it can 
be stated that there is no effective form of 
treatment for this disease. Indeed no form of 
therapy would be indicated unless some serious 
symptom were present since, in a large propor- 
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tion of cases, recovery occurs without treat- 
ment and with very little inconvenience to the 
patient. However, in view of the serious com- 
plications that may occur, it is essential that all 
cases be kept under careful observation until 
the disease has subsided. 


SUMMARY 


1. Eighteen cases of sarcoidosis are discussed, 
illustrating the main features and complica- 
tions of the disease. 

2. The post mortem findings in two cases are 
reported. 

3. The various views as to the etiology are 
briefly discussed. 

4. The results of treatment with streptomycin 
in four cases are recorded. 

I wish to thank Mr. R. H. R. Belsey, M.S., F.R.C.S., 


Thoracic Surgeon, Frenchay Hospital, Bristol, for his 
co-operation in allowing me to see many of these cases 
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LARYNGEAL PARALYSIS WITH A 
REVIEW OF ITS TREATMENT* 


George E. Hodge, M.D. and 
Arnold Grossman, M.D. 


Montreal, Que. 


LARYNGEAL paralysis has been of interest 
to laryngologists for many years. In the 
past two years certain anatomical and surgical 
investigations have been made which we feel 
have an important bearing on this problem. It is 
our purpose to review these studies and relate 
them to the overall picture of paralysis of the 
larynx with particular emphasis on cases which 
may occur following thyroid surgery. We hope 
that this effort will help to clarify some of the 
more confusing aspects of the problem for both 
the laryngologist and the general surgeon. 
The first part of this paper will deal with 
anatomical literature concerning branches of 
the vagus nerve to the larynx. The second part 
deals with thyroidectomy and its relation to 
vocal cord paralysis. Finally, we intend to out- 
line the problems of therapy, both surgical and 
non-surgical. 


*Read at the Canadian Otolaryngological Society 
Annual Meeting at Digby, N.S., June, 1950. =~ 


ANATOMICAL ASPECT 


It is a well established fact that the recurrent 
laryngeal nerve, a branch of the tenth cranial 
nerve, may be affected by lesions in either the 
supranuclear or nuclear region of the vagal 
trunk, as well as by disorders anywhere along 
the route to its final destination in the larynx. 


About 1900, Onodi1 demonstrated that the laryngeal 
muscles on each side are innervated by their respective 
recurrent laryngeal branch of the vagus nerve except 
for the crico-thyroid muscle, which received its nerve 
supply from the external division of the corresponding 
superior laryngeal nerve (also a branch of the vagus). 
Furthermore, he postulated that the interarytenoid muscle 
(lying in the midline posteriorly) receives twigs from 
both recurrent laryngeal nerves. 

In 1932 Lemere,?, 3 demonstrated, experimentally, that 
the supposed innervation of the interarytenoideus 
muscle by the internal division of the superior laryngeal 
nerve, as claimed by Dilworth, was an ‘‘ anatomical 
illusion’’, These sensory nerve twigs merely pass through 
this muscle to supply the underlying mucous membrane 
of the esophagus. 

Lemere5; 6 also, investigated the changes in glottic 
contour following experimental paralysis of the various 
laryngeal nerves. By this method, he determined the 
part each laryngeal muscle and nerve played in the 
makeup of the ‘‘glottic chink’’. For sixteen years little 
more was done toward clarifying the problem of laryn- 
geal innervation. Recently, attention has again been 
focussed on the recurrent laryngeal nerve, and par- 
ticularly, on the division of this nerve into two main 
branches. 

In 1948, King and Gregg? emphasized (after 
Piersol),8 that the recurrent laryngeal nerve in a high 
percentage of cases, subdivided into an anterior and a 
posterior branch near the lower border of the cricoid 
cartilage on its posterior surface and medial to the 
inferior cornua of the thyroid cartilage. They noted that 
this division most commonly occurred in the ‘‘nerve 
injury zone’’ of thyroid surgery. They further stated 
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that the posterior division of the recurrent laryngeal 
nerve carried fibres to the abductor muscle of the larynx, 
whilst the anterior division of the recurrent laryngeal 
nerve carried fibres to the laryngeal adductor muscles. 
The above rediscovered anatomical features might ac- 
count’ for the variations in ‘‘glottic contour’’ which 
occasionally result following thyroid surgery. These 
laryngeal patterns often perplex both surgeon and 
laryngologist by their unpredictable and _ variable 
nature. 


King and Gregg from their findings con- 
eluded that if the nerve to the “abductor 
muscle” (posterior subdivision) be traumatized, 


the corresponding cord will assume the position | 


of adduction. If both nerve subdivisions are 
injured (or if the main stem becomes trauma- 
tized proximal to the area of anatomical 
division) then the true voeal cord assumes the 
“intermediate or cadaveric position”. 

Furthermore, they also noted that since these 
injuries are of a “lower motor neuron type” the 
paralyzed cord in the above described inter- 
mediate position, at first becomes flaccid, but in 
time undergoes muscular atrophy, fibrosis, and 
contracture, and often gradually shifts to a 
contracted position in the midline. This process 
is aided by the unopposed “pull” exerted 
through the undamaged cricothyroid muscle 
with its intact nerve supply (superior laryn- 
geal-external subdivision). New and Childrey® 
in 1934, suggested that the interarytenoideus 
muscle, which has bilateral innervation, plays 
a part here as well. 

In vivo, the cadaveric (intermediate) posi- 
tion is assumed by some authorities to occur 
only in recent complete recurrent laryngeal 
nerve paralysis. New and Childrey stated that 
approximately 90% of paralyzed cords after 
thyroid surgery assume the midline position 
either immediately or later. Most of those that 
are originally paralyzed in the cadaveric posi- 
tion eventually assume the midline position. 
Only 10% of the above remain permanently in 
the intermediate position, and this for various 
reasons. In these it is possible that the superior 
laryngeal nerve may also have been damaged 
or that the ecricoarytenoid joint has become 
fixed. 

King and Gregg believe that a recently para- 
lyzed cord in the adducted position will not 
shift laterally. They further assert that a cord 
recently paralyzed and fixed in the position of 
extreme abduction would not move _ subse- 
quently to the intermediate or midline position. 
In the above two neuro-anatomical situations 
developing after recent injury, the integrity 
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of the remaining portion of the nerve thus de- 
termined the future position of the vocal cords. 

In this manner they attempted to anatomi- 
cally explain the laryngeal picture observed in 
their series of several hundred paralyzed vocal 
cords. All had conformed to one of the follow- 
ing three patterns: (1) Immediate adduction or 
midline position. (2) Immediate abduction or 
extreme opening of the paralyzed cord. (3) 
Intermediate position about half way between 
abduction and adduction, which is the “cada- 


‘veric” position. 


Thus, their stimulating contribution is 
another step toward clarifying the problem of 
laryngeal paralyses. It is obvious that they do 
not agree with “Semon’s law”,!® nor with the 
various confusing theories previously suggested 
to explain both this law and the fact that after 
thyroid surgery abductor paralysis occurred 
more frequently than adductor paralysis when 
and if nerve injury resulted during thyroid- 
ectomy. 

One might infer from the King and Gregg 
studies, that the greater incidence of abductor 
paralysis following thyroid surgery may be due 
to the fact that thyroid surgeons after carefully 
identifying the recurrent nerve in relation to 
the thyroid gland, may mistakenly identify the 
anterior subdivision of the recurrent nerve as 
“the entire recurrent nerve”: the result being 
that the posterior branch of the recurrent nerve 
may well be overlooked, since no such sub- 
division was generally considered to exist. This 
feature may tend to expose the posterior 
branch to surgical trauma. 

Ziegelman™ observed certain anatomical 
relationships concerning the thyroid gland and 
laryngeal nerves which are of practical surgi- 
cal significance. He emphasized the incomplete- 
ness of the fascial capsule of the gland posteri- 
orly, along with the fact that the recurrent 
laryngeal nerve on each side leaves the capsule 
and comes to lie in close contact with the 
thyroid gland on its posterior and medial 
surface. It is in this region that traumatic 
incidents during surgery occur most frequently, 
and has led to the term “danger area” of thy- 
roid surgery. 

He also pointed out that the nerve was to be 
found in close relation to the inferior thyroid 
artery, lying anterior or between the two divi- 
sions of the artery just as often as it was found 
to be lying posteriorly. In every instance of 42 
dissections the recurrent laryngeal nerve 
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entered the larynx under the inferior con- 
strictor muscle and posterior to the lower horn 
of the thyroid cartilage. 

From a laryngeal standpoint, it is well 
established that in “bilateral” abductor paraly- 
sis the problem is essentially one of respiration 
and not of phonation. In this instance patients 
usually have little difficulty with speech inso- 
far as vocal tone is concerned, but they ex- 
perience respiratory embarrassment on slight 
exertion, and tend to speak haltingly, using a 
few words at a time. This condition may be 
mistaken for cardiac asthma unless the vocal 
cords be visualized by mirror or by direct 
laryngoscopic technique. We are all aware how 
easy it is for a bilateral cord paralysis to be 
overlooked, particularly in the immediate post- 
thyroidectomy stage with the patient resting 
in bed, since the voice changes may be im- 
perceptible. 

On the other hand, the problem of a “uni- 
lateral”. vocal cord paralysis is different. Here, 
one normally finds an adequate airway even 
under conditions of mild exertion since one of 
the cords can abduct fully on inspiration. How- 
ever, whilst the paralyzed cord is most fre- 
quently found in the midline position, still 
there are times when the cord may assume the 
position of extreme abduction. and here the 
symptom of hoarseness may become disturb- 
ingly evident to both the surgeon and his pa- 
tient. Frequently, by compensation, the “intact 
cord” may be seen to cross over the midline 
during phonation in an attempt to approximate 
the paralyzed cord and produce an effective 
voice. We must emphasize, therefore, that a 
clear voice subjectively need not mean a normal 
larynx objectively, since it may obscure a bi- 
lateral midline fixation as well as a para- 
median type of unilateral paralysis with ade- 
quate compensation by an intact cord. 


THYROIDECTOMY AND ITS RELATIONSHIP TO 
VocaL Corp PARALYSIS 


It is well established that vocal cord paraly- 
sis may occur following thyroid surgery even 
under the best conditions. Statistics of its fre- 
queney vary from 1.5 to 15% in different 
clinies. Various techniques have been devised 
and employed by surgeons in attempting to 
avoid this type of nerve injury. One method 
commonly in use today is concerned with expos- 
ing the recurrent laryngeal nerve in the region 
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of the thyroid gland before any part of the 
gland is resected. Others stress the technique of 
keeping inside the capsule of the thyroid 
gland, in order to avoid injury to the recurrent 
nerve. 

From a surgical standpoint, these nerves 
might be tied, crushed, cut, pulled, compressed 
by hematoma or by sear tissue developing at a 
later date at the operative site. They may also 
be traumatized by electro-fulguration during 
hemostatic procedures to control bleeding. 

Zinn” pointed out that 1% of persons ex- 
amined immediately prior to thyroidectomy 
had unilateral paralysis of the vocal cord due 
to lesions unrelated to goitre. Tumours involv- 
ing the vagus nerve, aortic aneurysms, broncho- 
pulmonary and mediastinal cancers, esophageal 
neoplasms, and thyroid malignancies are all 
possible causes for the above vocal cord 
picture. . 

Both the laryngologist and the thyroid sur- 
geon must recognize the necessity for pre- 
operative and postoperative laryngeal exam- 
ination if thyroid surgery is contemplated. The 
importance of examining the patient’s larynx 
both before and after surgery in every case, is 
re-emphasized not merely because of its medico- 
legal implications, but also since it contributes 
to the accuracy of statistics regarding laryn- 
geal paralysis, and provides better under- 
standing of the clinical problem. 

At the Montreal General Hospital these ex- 
aminations have been made for a number of 
years. Some recent statistics from one of the 
divisions of surgery at this hospital are of inter- 
est. These statistics concern a group of 100 con- 
secutive thyroidectomies. All of these cases 
were examined laryngologically both before 
and after surgery. 


TABLE I. 


STATISTICS ON 100 CONSECUTIVE THYROIDECTOMIES FROM 
THE GOITRE CLINIC OF THE MONTREAL GENERAL HOSPITAL 


Incidence: 
Number of patients showing paralysis after 
BUPHOTY ce ccccccccesvccccccsccccceccce 12 (12%) 
Number of cords paralyzed ...........+-- 13 : 
Bilateral cord paralysis ...........2e006. 1 ( 1%) 
Unilateral cord paralysis ..........e.+e6. 11 (11%) 
Number of cords permanently paralyzed .. 5 ( 5%) 
Number of paralyzed cords returning to 
normal function spontaneously (within 
Fear 46 GOVERN. TROMERD) 6 ocicdcicicnscces 
Right side ......... 6 Tats SEO sons ceccces 7 
FOMNENS occecsscess 10 BEED vik weieceececvas 2 


In one instance the recurrent nerve was ac- 
cidentally crushed by a hemostat, and this was 
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followed by immediate cord fixation in the 
cadaveric position. This cleared up spontane- 
ously within seven months. This recovery of 
nerve function following crushing injuries finds 
its analogy in the “phrenic crush” procedure 
wherein the nerve subsequently returns to 
normal function. One patient revealed bilateral 
paralysis immediately following surgery with 
recovery of cord function on one side only. Two 
patients developed signs of tetany which re- 
quired medical treatment. 


In three of the five cases with permanently 


paralyzed cords postoperatively the nerves 
were not found at operation due to technical 
difficulties such as a large substernal growth, 
or sear tissue in the operative field as a result 
of previous surgery. 

These statistics show the value of an accurate 
preoperative and _ postoperative laryngeal 


study particularly, when correlated with the 
surgeon's findings at operation. 

Recently, we examined a patient postopera- 
tively in whom part of the right vagus nerve 
was resected for a tumour which involved the 
nerve trunk in the carotid triangle. There was 
neither voice nor respiratory change 


im- 
mediately prior to, during, or following sur- 
gery. A few years. before surgery the patient 
recalled being hoarse for a short period, with 
spontaneous voice recovery. The postoperative 
mirror examination revealed the right cord to 
be fixed in the midline with the normal left 
cord approximating it adequately on phonation. 

In search of an explanation for this finding 
it was suggested that the function of the right 
vagus nerve had been destroyed by the tumour 
long before surgery was performed. The cord 
at first might have assumed the intermediate 
position at which time the patient had probably 
displayed some transitory hoarseness. However, 
due to the pull of the cricothyroid and the 
interarytenoid muscles, the true cord eventu- 
ally assumed the midline position. 

When the patient was first seen by the 
surgeon he had already developed adequate 
vocal cord compensation and this obscured the 
true nature of the laryngeal picture. In a word, 
the nerve damage and the resulting cord 
change had occurred before operation and thus 
were not influenced by the operation. The ques- 
tion of cord position would never have been 
diagnostically confusing if this patient had 
been examined before surgery. This strengthens 
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our opinion that all major surgical procedures 
on the neck should be preceded by a mirror 
examination of the larynx. 


TREATMENT 


There was a time when _ laryngologists 
thought that their responsibility concerning 
post-thyroidectomy cord paralysis centred 
solely on the diagnosis of this condition. This 
sentiment was based primarily on medico-legal 
possibilities. Little was expected therapeutic- 
ally from these laryngeal investigations. Oc- 
casionally if respiratory embarrassment was 
present postoperatively the laryngologist 
might have been asked to perform an emer- 
gency tracheotomy as a life saving procedure. 

In the past, following bilateral laryngeal 
paralysis, a permanent tracheotomy was fre- 
quently performed. Laryngologists have also, 
at various times in the past, performed ven- 
triculocordectomies, employing the laryngo- 
fissure approach as well as plastic operations 
on the true cords,'* or on the anterior com- 
missure, to widen the glottis. 

In 1938, Looper’ employed the hyoid bone 
as a graft in treating laryngeal stenosis. The 
principle depends on embedding one end of the 
hyoid bone between the incised thyroid earti- 
lage thus acting as a wedge to widen the glottis. 
Recently Washington has employed the strap 
muscles in somewhat similar fashion to widen 
the glottic chink. This technique awaits more 
thorough evaluation. 

Some of the above procedures were done to 
improve the airway with little hope of preserv- 
ing voice function and, as a result, they 
eventually were abandoned. Others experi- 
mented with recurrent nerve anastomosis opera- 
tions but these too did not provide the answer 
even when the distal portion of the severed 
nerve could be found for the anastomosis pro- 
cedure. Sear tissue, distortion of the anatomy, 
and degeneration of the distal nerve bundle 
frequently prevented the completion of the 
operation. 

King? changed this attitude by his valuable 
work on the surgical approach for widening the 
“slottic chink”. The success of this operation, 
as is well known, depends on the right amount 
of true cord “lateralization” to provide an ade- 
quate airway without causing incapacitating 
voice impairment (Fig. 1). One must remember 
that too wide a glottic aperture as a result of 
operative interference, would lead to an im- 
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provement in respiratory function only at the 
expense of the patient’s vocal function. King 
served notice that laryngologists now should 
be prepared not only to diagnose but also to 
treat bilateral abductor laryngeal paralysis. 

The interest created by this procedure has 
led others to devise similar operations, thus 
Kelly (Fig. 2), Orton (Fig. 3), Woodman (Fig. 
4) and Clerf (Fig. 5), have offered various im- 
portant modifications to the original King 
procedure. 

Thornell'? described a simple operation in 
which he employs suspension laryngoscopy to 
expose the larynx. The arytenoid is then care- 
fully dissected out after subperichondrial 
elevation. Bleeding is controlled by electro- 
fulguration, which is alse applied to the deep 
tissues bordering the wound. This serves to 


KING OPERATION 


stimulate scar tissue formation and leads to 
retraction of the paralyzed cord laterally, thus 
creating an airway posteriorly with retention 
of voice. 

In recent months Barrett'*® described a modi- 
fication wherein he combines certain features of 
both the Woodman and Kelly procedures. He 
also emphasizes the Kocher transverse neck ap- 
proach to the larynx for cosmetic reasons. This 
operation would seem to have value and interest 
for the laryngeal surgeon but will need further 
study. 

In 1948, Morrison’® performed and described 
for the first time what is known as the Reverse 
King Procedure for patients who developed 
hoarseness following thyroid surgery due to bi- 
lateral adductor paralysis. The Morrison pro- 
cedure is based on a transplantation of the 
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INFERIOR. HORNS 


~ 
4 WOODMAN OPERATION 


5 CLERF OPERATION 


Fig. 1—(1) True vocal cord. (2) Vocal process, (3) Arytenoid cartilage. Through a 
posterior thyroid approach the arytenoid cartilage is sutured to the severed omohyoid 
muscle, thus widening the glottic chink. Fig. 2—The approach is made through a window 
in the thyroid cartilage. Arytenoidectomy is performed as illustrated by the dotted lines. 
A suture passed through the window and through the vocal process of true cord is attached 
to the strap muscles. Fig. 3.—The posterior one-third of the thyroid cartilage is excised 
for better exposure. This facilitates the arytenoidectomy. Fig. 4.—This illustrates the 
posterior thyroid approach to arytenoidectomy, and the suturing of the vocal process to the 
inferior horn. Improved exposure is attained by disarticulating the thyro-circoid joint. 
Fig. 5.—Note the burr hole made through the thyroid cartilage at. cord level. The arytenoid 


cartilage is lateralized in this plane.“It is not removed. 


256 


fixed arytenoid from its position of abduction to 
one of adduction, This operation promises hope 
for these cases in the future, but awaits general 
acceptance by laryngeal surgeons. 

Holinger”® emphasized yet a different phase. 
He focussed attention on the thyroid and para- 
thyroid deficiency states which occasionally are 
found associated with postthyroidectomy cord 
paralysis. 

From time to time electrical stimulation of 
the neck has been employed for postoperative 


vocal cord paralysis. For various reasons, the’ 


results have never been entirely satisfactory. 
Jasper?! however, believes that this therapy is 
of value in indicated cases and particularly in 
situations where the recurrent nerve has been 
completely severed and then surgically reunited. 
Here the galvanic stimulations may serve to pre- 
vent atrophy of the laryngeal muscles. Until our 
knowledge in this matter has become more exact, 
Fiske”? recommends the employment of galvanic 
stimulations as a routine in all eases of recurrent 
laryngeal nerve paralysis following injury. 

It is generally believed that operative pro- 
cedures for the correction of bilateral abductor 
paralysis are contraindicated for at least one 
year after the laryngeal nerve injury. This be- 
cause of the possible spontaneous return of cord 
function, which has been known to occur even 
as long as eighteen months following recurrent 
laryngeal nerve injury. 

From a rehabilitative viewpoint the above 

surgical advances are unquestionably of great 
importance. Recently, however, significant strides 
have been made in the field of speech therapy 
to provide psychological, educational and emo- 
tional guidance to patients afflicted with speech 
disorders as a result of recurrent nerve paraly- 
sis. Every laryngologist should become familiar 
with these useful rehabilitative measures and 
above all should become acquainted with the 
functions and purposes of speech training 
centres. He must be prepared to assume an 
active réle and provide leadership in this sphere 
of laryngology. 
_ Many universities and hospitals now have 
organized speech centres for training students 
in the art and science of speech therapy. It is 
hoped that the university speech centres will 
eventually alleviate the shortage of trained per- 
sonnel which at present is a major handicap. 

At these speech centres facilities are. provided 
for frequent consultation between the laryngolo- 
gist and speech therapist regarding the nature 
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and extent of a lesion. In this way the speech 
therapist can obtain better understanding of the 
resources for speech production which remain 
in any given patient; and, thus can better deter- 
mine what rehabilitation measures are indicated. 

In our opinion every large general hospital 
should have a speech therapist attached to their 
laryngological service. At the Montreal Gen- 
eral Hospital where a speech therapist has been 
a part of the otolaryngological service since 
1940 we have found their aid of great value in 


‘the treatment and rehabilitation of all types of 


vocal impairment. 

An important group which come to the 
speech clinic for study and treatment are those 
suffering with unilateral or bilateral laryngeal 
paralysis as a result of previous thyroidectomy. 
In these patients a routine has been employed 
which we find quite useful. At the beginning 
the patient is taught to approximate the 
original “phonatory-respiratory” pattern em- 
ploying special breathing and vocalizing exer- 
cises. Vocal tone production is then practised, 
and when this is mastered the patient is ready 
for advanced training and guidance in the em- 
ployment of words, phrases, sentences and 
finally conversation. 


SUMMARY 


1. Interest in postoperative laryngeal paraly- 
sis amongst laryngologists, thyroid surgeons, 
and anatomists has been reawakened in recent 
years by various new surgical procedures. 

2. The anatomy of laryngeal innervation is 
discussed, with emphasis on the division of the 
recurrent laryngeal nerve into an anterior and 
a posterior subdivision. 

3. The position which the true cords may 
assume following injury to one or both re- 
current nerves is reviewed. 

4. A brief description of some of the newer 
surgical procedures and their relation to 
laryngeal paralysis is given. 

5. The réle and importance of speech clinics 
in relation to this problem is stressed. 
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CASE REPORTS 


SPONTANEOUS CHYLOTHORAX WITH 
RECOVERY 


H. Crassweller, M.D. 
Windsor, Ont. 


There is very little in the literature on the 
subject of spontaneous chylothorax and I have 
been unable to find a report of a case similar 
to the one described below. 


The patient was a retired contractor, age 76, weight 
190 pounds. Previous history included (1) mild diabetes, 
controllable by diet but associated with peripheral end- 
arteritis; (2) an attack of auricular fibrillation in 
December, 1949. For about two weeks preceding Novem- 
ber 7, 1950, he had an acute upper respiratory infection 
with moderate productive cough. 

On the evening of November 7, he had an attack of 
dyspnea and substernal pain which began so suddenly 
as to suggest a recurrence of ‘‘heart attack’’ to his 
relatives. However, on examination, it was obvious that 
his right pleural cavity contained fluid. He was ad- 
mitted to hospital and the pleural cavity was aspirated 
on November 8; about 1,500 c.c. of chylous fluid was re- 
moved. Our laboratory found it impossible to de-emulsify 
this ‘fluid for an accurate estimate of fat content but 
reported that about twe inches of cream rose to the top 
after it stood over night. A later specimen was sent to 
the Provincial Board of Health Laboratory who reported 
that it contained 2% fat. The specific gravity was 1.015. 
No organisms were found on direct smear and later 
reports were that there was no growth on six weeks’ 
culture. A specimen was centrifuged and showed chronic 
inflammatory cells with no evidence of malignancy. 
blood picture and blood count were within normal limits. 

The chest was aspirated on November 8, 12, 20, 24 and 
December 4 and, on each occasion from 1,500 to 2,000 c.c. 
of the same type of fluid was withdrawn. Repeated chest 
x-rays, following aspiration, showed no evidence of new 
growth. Gastro-intestinal x-ray showed evidence of 
diverticulosis and probably gall stones but no new 
growth. His temperature range was normal after the 
first four days of hospitalization and was never higher 
than 100°. The urine remained sugar free in spite of 
the fact that he was on a full diet. Blood sugar level 
was uniformly around 125 mgm. No treatment was given 
beyond the aspirations. 

Following the aspiration on December 4, the collection 
of fluid did not recur. At this time his weight was 156 
pounds, which represented a loss of 34 pounds. He has 
remained well since that date and is gaining in strength 
and weight. X-ray report, dated March 16, states ‘‘ there 
is no fluid level seen at this time. There is some density 
due to thickened pleura but no shadow suggestive of new 
growth’’. 


The etiology remains obscure. It was felt that 
this was a true chylothorax with rupture of the 


lower part of the thoracic duct rather than an 
ulcerative lesion in a fat-bearing area. The fol- 





lowing causes were considered: (1) blocking 
of the duct by parasite; (2) extrinsic growth 
causing pressure on the upper part of the duct; 
(3) intrinsic growth of the duct; (4) rupture 
due to a coughing spasm. The first was dis- 
missed as unlikely in this area. The second and 
third seem to be disproved by the subsequent 
course of the illness. With regard to the fourth, 
it is hard to imagine a duct fragile enough to 
rupture as a result of a coughing spasm and 
yet healthy enough to heal. However, this 
seems to be the most likely explanation at this 
time. 


RESUME 


L’auteur rapporte un cas de chylothorax spontané avec 
guérison, une occurrence trés rare dans |’histoire mé- 
dicale. Il s’agit d’un homme avec quelques antécédents 
cardiaques qui eut une crise subite de dyspnée avec 
douleur sous-sterngle. Hospitalisé pour ponction pleurale 
on trouva dans sa cavité pleurale droite un liquide chy- 
leux contenant 2% de corps gras, sans microbes ni ap- 
parence de malignité. A 6 différentes reprises on fit des 
ponctions de 1,500 4 2,000 e.c. La guérison se fit sans 
incidents et ne laissa aucune séquelle. 

L’étiologie de cet incident demeure obscure. L’auteur 
croit qu’il s’agit d’un véritable épanchement spontané 
de chyle dans la cavité pleurale, par rupture de la partie 
inférieure du canal thoracique. Et il est vraisemblable de 
penser, aprés éliminer toutes les autres causes, que cette 
rupture est survenue 4 la suite d’un spasme de la toux. 





MATERNAL AND CHILD HEALTH PROJECT IN BURMA.— 


A WHO maternal and child health venereal disease team 
will, with UNICEF financial assistance, aid the Govern- 
ment of Burma in a two-year project to improve health 
services, particularly those relative to maternal and child 
health care. The team will consist of a pediatrician, a 
specialist in venereal diseases, a serologist, five nursing 
instructors, and four public-health nurses. The Govern- 
ment of Burma will provide counterparts for the inter- 
national staff, as well as auxiliary personnel, materials 
and services which are available locally, and office and 
living accommodation for the international team. 

Dr. J. E. B. MePhail, of Canada, has assumed the post 
of pediatrician. Before accepting this WHO appoint- 
ment, Dr. McPhail served as adviser in child health to 
the UNICEF China Mission. One of the nursing in- 


‘ structors recruited for the project, Miss R. Ingram, of 


the U.S.A., has already been working in the Rangoon 
General Hospital for several months. 

The project, in addition to generally strengthening the 
health services of Burma, will aim to establish a pediatric 
department in the Rangoon General Hospital, to improve 
hospital and laboratory facilities, to diagnose and treat 
syphilis in mothers and children, to expand school health 
services, and to improve and extend teaching facilities 
for health personnel.—Chronicle of The World Health 
Organization. 


CasE REPORTS: 


GRANULOMA OF THE LARYNX 
FOLLOWING ENDOTRACHEAL 
ANAESTHESIA 


Frank A. Macneil, M.D. 
Winnipeg, Man. 


In December, 1947 McLaurin’ reported five 
eases of granuloma of the larynx following the 
passage of the endotracheal tube for anesthesia. 
He added one ease of his own, making the sixth 


ease to be reported in the periodical literature. : 


at that date. Tuft? reported a ease shortly after- 
wards to be followed by Barton*® who reported 
another. Barton referred to a case reported by 
Smiley* in 1940, the latter had discussed three 
cases previously reported; those of Clausen® in 
1932, Gould® in 1935, and Cohen’ in 1936. In 
1942 Farrior® reported a case of contact ulcer 
of the larynx with exuberant granulation tissue 
which followed endotracheal anesthesia. 

The ease to be reported now brings the num- 
ber to ten. A search of the literature in the 
intervening years would probably find other 
cases reported and it may be assumed with a 
good deal of certainty that still others have 
occurred which have not been reported. 


Mrs. M., aged 37 years, consulted me July 21, 1950, 
regarding hoarseness and a feeling that something in 
her throat caused her to be hoarse and give rise to spasms 
of coughing and choking especially when she used her 
voice with any degree of force. These symptoms had 
started two months previously after she had undergone 
an operation in which endotracheal anesthesia had been 
employed. The operation had lasted about one and a half 
hours. The throat discomfort became progressively worse 
up to the time I first saw her. She described the attacks 
as coming on especially severely after taking a hot drink 
or when she used her voice loudly to call the children in 
at meal time. At times the breathing became temporarily 
stopped and, as she described it, something vibrated in 
the throat. 

By indirect inspection with the laryngeal mirror a 
tumour about the size of a large pea was seen on the 
right side of the larynx in the posterior commissure. It 
was attached by a pedicle below the right vocal cord 
and could not be seen when the glottis closed. When she 
coughed or used her voice loudly the tumour came up 
between the cords causing spasm accompanied by a chok- 
ing sensation. The symptoms were severe only when she 
forced her voice as stated above; hoarseness however was 
a@ constant symptom. The tumour was seen to be round, 
smooth, and pinkish in colour. 

The patient was admitted to the Misericordia Hospital 
July 25, the following day under pentothal sodium anes- 


thesia I removed the growth with a snare by direct . 


laryngoscopy. 
Histopathologic report.—‘‘ Specimen consists of a firm, 


pink, polypoid nodule measuring 8 x 5 x 4 mm. On 
section it is firm and pink. Microscopically, it is a granu- 
loma pyogenicum. Such lesions often exhibit a tendency 
to recur.’’ 

Following the operation recovery was uneventful, the 
symptoms completely and immediately disappeared, 
hoarseness persisted for about two weeks and the voice 
eventually assumed normal tone. After a period of seven 
months since the operation there has been no recurrence. 
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COMMENT 


In MeLaurin’s case the larynx had been ex- 
amined before operation and was known to be 
normal which disposed of the possibility that 
the tumour might previously have existed. 
Smiley’s case was assumed to be normal on the 
ground that there was no preoperative notation 
that it was not. In the other cases including my 
Owh preoperative examination of the larynx 
was not done. 

Causes for these accidents have been assigned 
or suggested by McLaurin as being possibly due 
to passage of too large a tube such as he sug- 
gests was used in his own ease. He states that 
the tube should never be passed blindly; this 
statement, in my opinion, will be in agreement 
with that of all laryngologists. A smooth rubber 
tube no larger than a No. 8 Magill should be 
used in the adult, a No. 6 or No. 5 in children. 
It should never be introduced except ‘under 
direct vision with the larynx completely exposed. 
In some of the reported cases the introduction 
was done blindly and with difficulty, in the 
majority of eases however introduction was 
under direct vision. 

The length of time of the operation is stated 
in most of the cases reported. I doubt if the 
duration of the tube in the larynx has as much 
bearing in this regard as the way in which it is 
introduced. A significant fact referred to by 
Tuft, Rathner and McLaurin is the site of the 
lesion. The posterior part of the larynx appears 
to be most vulnerable, or more easily hurt on 
introducing the tube. 


CONCLUSIONS 


1. Granulomata occur as a result of abrasion 
of the larynx by the improper or careless intro- 
duction of laryngeal tubes. 

2. Proper sized tubes should be used for in- 
dividual cases. 

3. This case is added to the list of those 
reported to emphasize the importance of ex- 
ercising care and precision in the passing of 
laryngeal tubes, and thus avoiding the sequele 
which appear to be relatively frequent in this 
form of anesthesia. 
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NEURILEMMOMA OF STOMACH WALL 
WITH PEPTIC ULCER 


T. J. Bresnahan, M.D. and F. N. Brown, M.D. 
Ottawa Civic Hospital, Ottawa, Ont. 


Neurilemmoma is not a tumour of common 
incidence. Certainly its occurrence in well dif- 
ferentiated form in the wall of the stomach is 
a rarity. The occurrence of peptic ulcer in as- 
sociation with neurilemmoma is indeed very 
rare, there being but two references in the 
literature. ? 


This 72 year white female was admitted to Ottawa 
Civic Hospital in April, 1950 with a four-day history of 
headache, palpitation, and weakness. On the day of 
admission she vomited blood and noted a tarry stool. 
Past history was essentially negative save for constipa- 
tion. After control of shock there followed a period of 
investigation. However, on discharge the diagnosis was 
hematemesis of undetermined origin. 

She remained well with no weight loss and no gastro- 
intestinal symptoms until January, 1951, when she was 
re-admitted after having had a massive hematemesis. 
Examination was entirely negative. 

Laboratory investigation showed her urine to be 
normal. The blood picture was as follows: white blood 
cells 6,100, red blood cells 3,040,000, Hgb. 64%, sedi- 
mentation rate 16 mm., platelet count 76,000, clotting 
time 9 min. 30 sec., prothrombin time normal, non- 
protein nitrogen 33.4 mgm., serum bilirubin 4.36 mgm., 
total protein 6.3 gm. %, albumen 3.5 gm. and globulin 
2.8 gm. Chest x-ray was normal and gastrointestinal 
series revealed an area of radiolucency in the mid- 
portion of the stomach which changed with alteration in 
position of the patient. 

A diagnosis of gastric polyp with hemorrhage was 
made and a laparotomy was performed. At operation the 
stomach appeared normal on external examination. How- 
ever, within the anterior wall near the lesser curvature 
a moderately firm rounded tumour mass was palpable at 
about the junction of the upper and middle thirds of 
the stomach. This was not associated with any fixation, 
induration, or evidences of extension either direct or to 
regional lymph nodes. The serosal surface in the area 
was thin, smooth, and not adherent to the underlying 
lesion. The tumour which presented on the mucosal sur- 






face as a rounded sessile elevation was resected together 
with a small portion of stomach wall. Convalescence was 
entirely uneventful. 

Pathological report.—The specimen consisted of a 
(firm) rounded tumour weighing 16 gm. and measuring 
3.8 x 3 x 2 em. on one aspect of which was a serosal tag. 
The opposite surface was covered by grayish-pink mucosa. 
An interesting feature of this mucosal surface was the 
presence of a small circular eroded area measuring 
8 mm. in diameter and presenting the typical appear- 
ance of a peptic ulcer with smooth, slightly undermined 
margins (Fig. 1). On the cut surface the tumour was a 
homogeneous pinkish-white colour and a suggestion of 
encapsulation could be noted. Microscopic examination 
showed a well encapsulated tumour of closely packed 
whorls of nerve fibres (Fig. 2). In many fields there 
were the characteristic ribbon-like ranks of palisaded 
elongated nuclei. The tumour was encapsulated in the 
compressed muscularis and presented on one surface 
benign gastric mucosa, in the centre of which was a 
peptic ulcer. The ulcer had penetrated the superficial 
layers of the underlying tumour. 


DISCUSSION 

The histogenesis of this nerve sheath tumour 
is a subject of controversy and various names 
have been applied from time to time. The term 
neurilemmoma was proposed by Stout.* The 
differentiation between neurilemmoma and 
neurofibroma depends upon the presence or 
absence of palisading of the cells.* 

The case reported is of interest because of the 
rarity of the tumour and the associated peptic 
ulceration. 


SUMMARY 
A ease is presented in which a neurilemmoma 
of the stomach with overlying peptic ulceration 
was found at operation to be the cause of re- 
peated hematemesis. 
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Case REPORTS: 


PRIMARY ADENOCARCINOMA OF 
THE APPENDIX 


Harold O. Smith, M.D., F.R.C.S.(Edin.) 
Victoria, B.C. 


The rarity of this condition is borne out by 
a review of the literature for ten years by 
Young and Wyman! which yielded only four 
true cases. Of the thousands of appendices 
examined in the New York Hospital? during 


the past twelve years, not one showed true 


carcinoma. Uihlein and McDonald* reviewed a 
series of 144 tumours of the appendix and have 
classified them into three types: 

1. Carcinoid tumours, 88.2%. The incidence 
of this commonest tumour in all removed ap- 
pendices is from 0.1 to 0.5%.4 

2. Cystic tumours giving rise to pseudo- 
myxoma peritonei, 8.3%. 

3. Carcinoma of the colonic type, polypoid 
and ulcerative, 3.5%. 

The following case report is presented as a 
case of the latter type: 


A 72 year old farmer was admitted to hospital on 
May 2, 1949, complaining of abdominal pain of five 
days’ duration. The pain was of gradual onset, becoming 
progressively more acute, and confined to the right lower 
quadrant. There were associated anorexia and constipa- 
tion. Temperature was 100° F., and the pulse rate 110. 
Abdominal examination disclosed a tender palpable mass, 
8 cm. in diameter, lying medial to the right anterior 
superior iliac spine, with overlying rebound tenderness. 
Rectal examination and urinalysis were negative. The 
leukocyte count was 14,500; the sedimentation rate 63 
mm./hr. A diagnosis of acute appendiceal abscess was 
made and it was decided to use conservative treatment 
consisting of intravenous fluids, 800,000 units of peni- 
cillin, and one gram of streptomycin daily. The mass 
resolved completely, and ten days later he was dis- 
charged from hospital with the understanding that he 
was to return in three months’ time for interval ap- 
pendectomy. 
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The patient demurred and it was not until January 
30, 1950 that he would consent to return, after becoming 
conscious of a dragging pain in the right lower quadrant. 
On deep palpation of the right lower quadrant, there 
was slight tenderness. At operation a fibrosed tortuous 
appendix was found lying in a position postero-lateral 
to the cecum, to which it was firmly adherent at its 
middle. It was considered to be subacutely inflamed and 
removed. 

Pathological examination (Dr. D. B. Roxburgh) .— 
‘¢The appendix measures 6.5 em. in length and 1.5 em. in 
diameter. The wall is thickened and the lumen of the 
distal two-thirds is filled by a moderately firm greyish 
white tissue suggesting tumour growth. Transition from 
the normal mucosa lining the appendix to carcinoma 
can readily be traced in many sections (Fig. 1). The 
hyperplastic and malignant epithelium can be traced as 
bizarre glands extending through to the serous coat. 
Some areas show the formation of mucus. There is an 
associated inflammatory reaction. Microscopie examina- 
tion shows tumour to be primary adenocarcinoma of the 
appendix, grade 2’’ (Fig. 2). 


The patient’s initial symptoms were those of 
acute appendicular obstruction and it is most 
fortunate when this occurs, leading as it does 
to early operation. Other suggestive features 
are bleeding from the bowel akin to a Meckel’s 
diverticulitis; and a fistula draining mucoid 
fluid persisting after drainage of an appendiceal 
abseess.® Bleeding from this cause must be rare, 
for rarely does the carcinoma take the form of 
an ulcer. However, a correct preoperative diag- 
nosis has not been recorded. 

In this case, onee the diagnosis was estab- 
lished, possible laparotomy and hemicolectomy 
were considered, but since the tumour cells had 
not penetrated the serosa, an expectant attitude 
was adopted. Adenocarcinoma of the appendix 
with no regional metastases has a good prog- 
nosis.* At the time of writing, this man is quite 
well and actively engaged in farming. 

Vance® reports on a series of three cases, of 
which only one was true primary adeno- 
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carcinoma in a boy of 10. Young and Wyman? 
report a case discovered after appendectomy. 
Later, hemicolectomy was done in two stages, 
and the appendix stump showed carcinomatous 
infiltration. Leonardo’ recounts a case in a 77 
year old man of primary gelatinous carcinoma 
with extension and perforation of the sigmoid 
colon. A. W. Elting® refers to a similar case. 

In any review of the literature, great con- 
fusion exists in the grouping together of true 
carcinoma and earcinoid tumours. Ewing® be- 
lieves that the latter are benign and supports 
Masson’s theory that the carcinoid cells have 
their origin in the Kultschitzky cells of the 
glands of Lieberkuhn since they both contain 
silver-reducing bodies. On section the carcinoid 
tumour appears as a hard circumscribed intra- 
mural nodule having a characteristic lemon 
colour. When occurring in the appendix the 
tumour is only locally invasive, whereas it has 
been estimated that 20% of the carcinoids of 
the ileumi metastasize to the liver.*° The tumour 
cells are spheroidal with small dark nuclei. 
Cellular arrangement may be that of columns, 
ribbons or rosettes, but never having a true 
gland-like appearance. 

Carcinoma of the colonic type is a glandular 
tumour arising in the mucosa, growing into the 
lumen, and having a greyish white colour on 


section. Mucus formation is common, and when 
extreme there may be a cystic tumour with 
seanty cells giving rise to pseudomyxoma peri- 
tonei. In solid tumours however, metastases oc- 
cur in the mesenteric and retro-peritoneal 
glands. 

These cases serve as a reminder of how im- 
portant is the routine pathological examina- 
tion of all organs removed. Also, not sufficient 
stress is placed on the fact that early carcinoma 
often manifests itself as inflammation. 


SUMMARY 


1. A case of primary adenocarcinoma of the 
appendix is reported in a man of 72. 

2. Its tendency to cause appendicular inflam- 
mation leads to early appendectomy and a 
better prognosis. 

3. The importance of pathological examina- 
tion of excised organs is emphasized. 
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SPECIAL ARTICLE 


THE CARE OF THE DYING* 


Frank Hebb, M.D. 
Vancouver, B.C. 


The Care of the Dying is a suitable subject 
for a paper because of its importance and also 
because it receives so little notice in our profes- 
sional training and in the literature. Clinical 
practice of whatever kind brings to all of us 
responsibility for the dying and not a little of 
the doctor’s art can be shown by the. resource 
displayed in their care. When Swinburne wrote 
that “Peace, rest and sleep are all we know of 
death” he defined also the needs of the dying, 
and the measure of our success in earing for 
them is the continuity with which those needs 
are fulfilled. 


* Read before an attending staff clinical meeting in 
the Vancouver General Hospital, February, 1951. Re- 


printed by kind permission from The Bulletin of the 
Vancouver Medical Association, 27: 177, 1951. 


. 





Although some patients become aware of the 
imminence of death, to a great number this 
awareness seems to be denied. There are many 
reasons why this should be — an important one 
is lack of knowledge about the state of affairs. 
Then there is the will to live; the human capacity 
for optimism and the deception practised upon 
the mentality by illness itself help to mask truth. 
More often the dying are occupied with symp- 
toms rather than portents. The easy deaths are 
those where consciousness goes early, the sudden 
death or the comatose death. Next to these are 
the quiet deaths so common among the 4 
and the insane, who literally fade away. Wit 
toxie deaths the patients almost always have 
suffered their worst some time before the end, 
and not often do they eall for much relief in the 
last stages. The dying patients who tax our skill 
are those with surviving consciousness who are 
struggling with asphyxia or with pain. Even so, 
there is evidence of considerable dimming of 
consciousness at the time of real or apparent 
suffering. 

When is it possible to say a patient is dying? 
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A man may be ill with cancer of his stomach, 
may give evidence of secondary deposits scat- 
tered about his body, may “look the part” by 
way of cachexia and yet the signs of impending 
death may not be written upon his face or upon 
any part of him. Then there are illnesses such 
as pneumonia, acute congestive heart failure, 
coronary thrombosis, poisoning and some other 
morbid states where a person is ill to a degree 
that seems to render survival impossible. The 
one with incurable cancer is not dying because 
we feel a moderately early end is inevitable, nor 
should the mere degree of illness, however ex- 


treme, in the other diseases mentioned be mis--: 


taken for the signs of impending death. Roughly, 
a patient is dying when the well-tried remedies 
fail to act and no substitutes can be found, and 
in some unknown way the patient enters the act 
of dying. 

Whatever our impression of the nearness of 
death may be, restricted forecasts are usually 
wrong. Sometimes it is difficult to avoid predic- 
tion, but we are not entitled to set bounds to a 
matter fraught with uncertainty. It is not the 
time so much as the manner of death which 
matters, as Edmund Cooke said— 


‘*Death comes with a crawl or comes with a pounce, 
But whether he’s slow or spry 
It isn’t the fact that you’re dead that counts 
But only, how did you die?’’ 


Many wise physicians and surgeons are cau- 
tious about claiming finality for their diagnoses 
and prognoses. It is a matter of common knowl- 
edge that the faith-healing sects have made much 
of their capital out of hasty and erroneous diag- 
noses by doctors. Furthermore no one knows 
when some new treatment and possible cure may 
come suddenly around a corner. But when there 
is reasonable assurance as to diagnosis and prog- 
nosis, what should we do about telling the patient 
the truth? Some doctors who are gallantly and 
remorselessly sincere, urge truth-telling at all 
costs! 

In the New England Journal of Medicine, 
December 23, 1948, Willard L. Sperry’ (a Doc- 
tor of Divinity) has this to say: “Much, perhaps 
all, depends on a patient’s temperament and 
mental state at the time. Resolute natures in full 
possession of their wits usually want to know 
what we think and expect and are able to take 
it. I see no reason or warrant for withholding 
what we believe to be the truth from such a 
person”. Dr. Sperry mentions a Yale professor 
who had an obscure illness and died untimely 
after going the rounds of specialists in both New 
York and Boston. He was a man of quick in- 
tellect and good courage. “He once said to me 
in a mood of discouragement and temporary 
bitterness, ‘I no longer believe anything that any 
doctor says to me. They have all lied to me so 
consistently that I have lost all faith in them’.” 
This was a bit of deliberate overstatement on his 
part, but I think he meant that he was tired of 
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being cheered up by a too facile optimism or 
dismissed: with deliberate perplexity. 

On the other hand, many persons do not even 
ask themselves how ill they are, let alone ask 
anyone else. They prefer to take what comes as 
it comes. The reticence of such persons should 
be respected. There is no occasion and no moral 
obligation to intrude the supposed truth upon 
such minds. To do so would be a bit of gratuitous 
cruelty. And all of us know that there is a point 
in the course of an illness at which nature her- 
self mercifully dulls the mind and its power of 
grasping ideas begins to relax, In his Ingersoll 
Lecture on the Immortality of Man given at 
Harvard some years ago, Wiltiam Osler said that 
most people die as they were born—unconscious 
of what is happening. 

In short, the whole question of truth telling 
seems to depend upon the temperament and the 
mental state of a patient. No single categorical 
rule can be laid down. We have to trust our 
instinctive knowledge of human beings and be 
guided accordingly. 

Turning now to the actual care of the dying, 
many of their needs are common to all sick and 
bedridden patients. First, as a matter of policy, 
we must avoid doing harm. This includes belated 
attempts at remedial treatment and measures 
likely to inerease discomfort, such as useless 
moves or recourse to dangerous or toxic drugs 
when their time has clearly passed. It includes 
also the subjection of dying people to dramatic 
but useless surgery or to investigations of no 
practical value. We should try to avoid vigorous 
fiddling. Not only is it often ill-judged, but it 
may invite criticism. Many of the cynical re- 
marks about doctors caricature this point. 
“Young doctors kill their patients, old doctors 
allow them to die.” Joseph Zabara, author of the 
“Book of Delights” written in the 13th century, 
added a sting in his saying, “A Doctor and the 
— of Death both Kill, but the former charges 
a fee”. 

The next important matter is the relief of 
distress—usually pain or suffocation. Sometimes 
special measures are employed to avoid particu- 
lar symptoms, as the tapping of recurrent 
pleural effusions, or attention to the bladder. 
As for the bowel, one often finds scybalous 
masses lying just inside the rectum and requir- 
ing digital removal. But in general the best relief 
comes from groups of drugs which depress corti- 
eal activity; the opiates, hypnotics, aleohol and 
hyoscine. 

Morphine still stands out head and shoulders 
above every other drug, as in the days of Syden- 
ham’s dictum that few would have the temerity 
to practise physic without its aid. Codeine per- 
haps should be employed first up to its maximum 
effect. At a time when morphine is the one means 
of giving relief, it is often withheld for fear of 
hastening death. Actually morphine can prolong 
life in an amazing way, probably by its effect 
on slowing metabolism and so reducing the de- 
mands of the organism for oxygen. Morphine by 
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itself, however, is rather capricious in its action. 
Hyoscine greatly prolongs the sedative action of 
morphine but it can be unexpectedly fatal in 
some cardiac cases in which it should only be 
used sparingly at first. It is worth using to 
minimize the remembrance of severe symptoms 
which are bound to recur; for example, par- 
oxysms of extreme pain or dyspnea. 

“Although the depressant drugs are of great 
value they sometimes may make a patient utterly 
miserable. Cocaine hydrochloride, by mouth, in 
doses of an eighth to a half grain is of benefit 
in these cases. The chief use of cocaine, however, 
is in alleviating nausea and vomiting with pa- 
tients suffering from inoperable carcinoma of 
the stomach.” 

Aleohol finds its chief use among the dying 
when physical discomfort is not great. It helps 
to take the edge off symptoms, to bolster up 
morale however falsely, and to ease the mental 
depression which comes so often during a slow 
death. The choice of form should usually rest 
with the patient and his means. 

Now turning to other matters. The doctor’s 
own visits may have little to bring and although 
it is tempting to curtail their length and number, 
it may be unkind to do so. Alfred Worcester 
once remarked, “In the practice of our art it 
often matters little what medicine is given, but 
matters much that we give ourselves with pills”. 

Whispered conversation in the hearing of the 
patient is never wise, for the dying hear when 
least expected, and a chance remark may do 
bitter harm. Before death is near at hand there 
is often no point on insistence upon rest in bed 
exclusively, when patients desire otherwise, and, 
however important a restriction of visitors may 
be during serious illness, there is much less 
reason for this with the dying, and old friends 


should never be forbidden during these last 
days. A subservient insistence upon bed pans as 
a routine is out of place in the dying. The 
elderly, particularly, often long for home as life 
draws to its end and this request should be 
granted whenever possible. 

It is extraordinary how many people still do 
not make a will, and how even intelligent people 
seem never to have given real thought as to what 
is to happen after they have gone. It is best not 
to let the patient actually reach the stage of 
dying before tackling this problem. Many will 
say that it is none of the doctor’s business; yet 
innumerable families and patients have been 
grateful to a physician who has not taken such 
a narrow view of. his professional responsibilities 
and opportunities. 

Finally a few words about the younger pa- 
tient. In younger people and in middle life there 
is more of a struggle for recovery and hope 
persists until quite near the end. We know that 
these patients show such powers of recovery that 
they should never be considered dying until they 
are dead, even though suffering from some 
chronic pulmonary, cardiac, renal, or malignant 
disease. 

Much more might be said on most of these 
topies but time does not permit. In conclusion 
may I say that, come what may, the patient’s 
interest comes first, and that the physician has a 
duty to his patient that is not discharged until 
the last breath has been taken and the flickering 
pulse is still. 
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CLINICALand LABORATORY NOTES 


RETICULIN MEMBRANES AS THE 
FRAMEWORK OF ALVEOLAR LUNG 
TISSUE IN THE ALBINO RAT 


C. P. Leblond, M.D., Ph.D. and 
F. D. Bertalanffy, B.Sc., M.Sc. 


Department of Anatomy, McGill University, 
Montreal, Que. 


Generally, the framework of alveolar lung 
tissue is described as being composed of three 
types of fibres: collagenous, elastic, and reti- 
culin.* However, an investigation of the rat lung 


* Reticulin is an old word coined to describe the sub- 
stance(s) responsible for the peculiar staining prop- 
erties of the so-called reticular or argyrophilic fibres. In 
the text, the word ‘‘reticulin’’ is used rather than 
‘‘reticular’’ or ‘‘argyrophilic’’, for the latter two 
have been the source of much confusion. The affinity 
of reticulin containing material for Hotchkiss’ stain 
suggests that reticulin may consist of mucopoly- 
saccharide.1 





reveals a scarcity of collagenous and elastic fibres 
in the alveolar walls (except in the immediate 
neighbourhood of bronchi, bronchioles, arteries, 
and veins), and an abundance of reticulin 
material, as shown by either the classical silver 
stain or the newer Hotchkiss technique—both of 
which stain reticulin fibres.t The reticulin 
material of the alveolar walls is in the form of 
fibres, of which there are relatively few, and of 
sheets or lamelle, of which there are many. 
These sheets will hereafter be referred to as 
reticulin membranes. These membranes make up 
the framework of the lung.t 

From their location, the reticulin membranes 
may be classified into two types: surface and 





t In most cases membranes are cut transversely and, 
therefore, appear as lines in the sections—a fact which 
explains why they were described as fibres by the 
classics. They may, however, be identified as mem- 
branes when they are followed in serial sections or 
when, as occasionally happens, the plane of a mem- 
brane coincides with that of the section. 
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internal. The surface reticulin membranes form 
a barrier between the alveolar air and the con- 
tents of the alveolar wall (Fig. 1). They are 
oceasionally interrupted by cells which protrude 
into the air spaces (Fig. 2). The internal mem- 
branes form bridges connecting the adjacent 
surfaces of any one alveolar wall. 


INTERNAL MEMBRANE 
SURFACE MEMBRANE 
CAPILLARY 


L 


Fig. 1.—Schematic drawing of a _ cross-section 
through an alveolar wall. The reticulin membranes of 
the alveolar lung tissue of the rat are shown as heavy 
black lines. Two capillaries are drawn, both of which 
show the nucleus of an endothelial cell and, in the 
lumen, some red blood cells. The alveolar cells may be 
recognized by their vacuoles. The other cells are 
migrated blood cells. 

Both the internal and surface reticulin membranes 
help form the reticulin coating of the capillaries. 


Pig. 2.— High magnification of a cross-section 
through an alveolar wall in the lung tissue of the 
rat—Hotchkiss’ periodic acid-fuchsin sulphurous acid 
stain. The surface reticulin membranes separating the 
alveolar wall from the air spaces stand out clearly. 
Inside the alveolar wall a number of partitions are 
visible—the internal reticulin membranes. Most cells 
and capillaries cannot be identified in the photograph. 

In the middle of the figure a few dark carbon 
particles are visible in an area where the continuity of 
the surface reticulin membrane is interrupted. These 
particles are present in a dust-laden alveolar cell, the 
outline of which is not stained and therefore not 
visible. Such cells can be shown to protrude through 
the surface reticulin membrane. 


Together, the surface and internal reticulin 
membranes partition the alveolar walls into 
spaces of various shapes which contain either 
cells (“alveolar cells”, migrating blood. cells, 
ete.) or capillaries. In the latter case, the reti- 
culin membrane is wrapped around the endo- 
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thelial tube, thus forming a second tube-like 
structure on the outside of each eapillary (Fig. 
1). These reticulin coats are not sharply sepa- 
rated from the surface and internal reticulin 
membranes of the alveolar walls. Rather, tubes 
and membranes merge into each other without 
detectable distinction (Figs. 1 and 2). 
Examination of capillaries in other regions 
of the body also reveals the presence of a con- 
tinuous, tubular, reticular membrane adnerent 


to the endothelium, thus suggesting that this 


phenomenon is not peculiar to the lung. The 
concept that capillaries consist of two intimately 


‘ associated tubular structures, endothelium inside 


and reticulin outside, is not new.” However, his- 
tologists as well as physiologists, have emphasized 
the importance of the endothelium and neglected 
the reticular coat. At any rate, in the lung, the 
transfer of gases must take place through both 
the reticulin and endothelial barriers. 

In summary, the framework of the alveolar 
portion of the lungs consists chiefly of reticulin 
membranes, some of which constitute the surface 
of contact with the alveolar air, while others 
enclose the cellular elements or ensheath the 
endothelial tubes of capillaries (Fig. 1). Both 
together form an interlacing network of mem- 
branes. 


This work was supported in part by a research grant 
from the National Cancer Institute, of the National 
Institutes of Health, Public Health Service and in part 
by a research grant from the Banting Research Founda- 
tion (Kate E. Taylor Fund), Toronto. 


REFERENCES 


1. LEBLOND, C. P.: Am. J. Anat., 86: 1, 1950. 

2. Ham, A. W.: Textbook of Histology, J. B. Lippincott 
Co., Philadelphia, London and Montreal, 1950. See 
also Policard, <A.: Précis d’histologie physio- 
logique, 5th ed., G. Doin & Cie Editeurs, Paris, 1950. 


FLAME SPECTROPHOTOMETRY 
I. Standardization of the Instrument 


V. Hospadaruk, B.Sc., B. Frankenberg, B.Sc. 
and 
A. H. Neufeld, M.D., Ph.D. 


The Biochemistry Laboratory, Queen Mary 
Veterans’ Hospital, Montreal, Que. 


Until recently, sodium and potassium in bio- 
logical fluids were determined by slow and 
laborious gravimetric or colorimetric pro- 
cedures. Since it has been generally agreed 
that electrolyte determinations are of clinical 
value only when readily obtainable, the need 
for a more rapid method arose. Flame photo- 
metry answers that need as it is quick, accurate 
and requires no special preparation of the 
sample. In fact, with the aid of this instrument, 
the whole field of sodium and potassium balance 
has been reopened. 

Certain metallic elements have characteristic 
emission spectra when their atoms are excited 
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in a flame. In flame photometry the intensity 
of a spectral band for a particular element is 
measured with a spectrophotometer. In order 
to make the method quantitative and repro- 
ducible it is necessary to establish the optimum 
flame characteristics for any given metallic 
element, 2.e., temperature and ion concentra- 
tion (due to spraying) which will give maxi- 
mum emission. Thus all the gas pressures must 
be regulated for best performance so that slight 
variations in any one of them will have no 


marked effect on the result. 

The instrument in use in our laboratory is 
the DU Beckman spectrophotometer with a 
standard flame attachment utilizing propane, 
oxygen and air. When we set out to establish 
the optimum characteristics for the instrument 
we were unable to find information in the 
literature of sufficient detail to be of much 
value. This necessitated establishing our own 
procedures which have been found most satis- 
factory. We believe these procedures, given in 
detail, will be of value to others. 


OPTIMUM OXYGEN PRESSURE 


Dilute sodium chloride and potassium chloride solu- 
tions, in concentrations equivalent to serum sodium and 
potassium and diluted 1:100 and 1:50, respectively, are 
utilized in order to establish optimum characteristics for 
operation. Before igniting the burner, the wavelength 
is set at 769.9 mu for K and 589 mp for Na. The 
sensitivity knob is brought to its centre position and the 
phototube selector rod is pushed in. The instrument is 
now allowed to warm up for about one-half hour in the 
check position. The water cooler is turned on and the 
spray chamber heater plugged in. The gas (propane) is 
now turned on and the burner lighted. The gas pressure 
is adjusted until the flame is just visible above the top 
of the chimney. The oxygen is turned on until the cones 
are small and steady. 

In order to determine the slit width a sample is 
atomized at about 20 lb./sq. in. air pressure. The trans- 
mission knob is turned to 50% transmission and the 
shutter opened. The galvanometer is zeroed with the slit 
knob. The wavelength knob is now adjusted very care- 
fully until maximum galvanometer deflection to the left 
is obtained. This last step is necessary, as the wave- 
length scale is often slightly misaligned. At this time 
the positions of the mirrors should also be checked and 
adjusted until maximum galvanometer deflection to the 


left is found. This is done by moving the steel mirror ° 


behind the burner and also the mirror at the entrance 
window. 

The wavelength, slit and sensitivity readings obtained 
in the above procedure are utilized for the determina- 
tion of optimum oxygen pressure. The oxygen pressure 
is reduced to give a relatively cool, luminous flame, just 
short of smoking. Then the pressure is gradually in- 
creased and the transmission readings taken for every 
2 lb./sq. in. inerease in pressure. Also, for each oxygen 
setting, the solution is replaced by distilled water and a 
transmission reading taken. This represents the flame 
background and must be subtracted from the emission 
reading of the solution to give transmission due solely 
to the metallic ion in solution. This flame background is 
considerable at low oxygen pressures. 

When the per cent transmission is plotted against 
oxygen pressure, the curve should show a peak, or at 
least a plateau. The optimum oxygen pressure which 
should be utilized for all subsequent emission readings 
for a particular ion is situated at the centre of the peak 
(or plateau). 
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OpTimMuM AIR PRESSURE 


Using the previous spectrophotometer settings and the 
optimum oxygen pressure, the air pressure is increased 
from 15 lb./sq. in. to 30 lb./sq. in. Transmission read- 
ings are taken for every one pound increment. When the 
per cent transmission is plotted against air pressure the 
curve should show a peak or plateau. The optimum air 
pressure is that found at the centre of the peak (or 
plateau). 


OPERATIONAL DIFFICULTIES 


1. The atomizer.—If optimum oxygen and/or air pres- 
sure cannot be obtained, %.e., transmission readings do 
not level off or decrease as oxygen (or air) pressure is 
increased, the atomizer may be at fault. It is then ad- 
visable to trim the tip slightly. This enlarges the orifice 
and reduces the frequency of clogging. Also, with too 
fine an orifice it may not be possible to reach an air 
pressure high enough to give a plateau. 

2. The burner.—The position of the burner in respect 
to the window should be checked. If the window is not 
directly opposite the burner, the spectrophotometer 
should be adjusted accordingly. Furthermore, the top of 
the burner must be about one inch below the window. 
This makes certain that the brightest and hottest part 
of the flame is in line with the window. 

3. Concentration and sensitivity —Standard solutions 
are prepared in the range of 8 to 50 mgm. % for potas- 
sium and 220 to 400 mgm. % for sodium. These are used 
in their proper dilutions (1:50 for potassium and 1:100 
for sodium) and a curve, concentration against per cent 
transmission, is plotted. 

It is important to obtain a maximum transmission 
change for a given change in concentration, as well as 
to bring the transmission readings towards the middle 
of the transmission scale. This is done by varying the 
sensitivity and slit. controls until the desired effects are 
obtained. 

4. The influence of other ions.—It is known that some 
foreign ions cause interferences resulting in depressing ,or 
enhancing effects. Since all biological fluids contain such 
interfering ions, it becomes necessary to study their 
effects. 

In sodium estimations it was found that potassium, 
magnesium, urea and glucose in concentrations equivalent 
to those found in normal serum and urine had no effects. 
However, calcium had a small and constant enhancing 
os phosphate i ion had a small and constant depressing 
effect. 

The sodium ion had an appreciable effect on potassium 
estimations. Magnesium, urea, glucose and phosphate had 
no effects. Calcium enhanced potassium readings some- 
what, but when there was an appreciable sodium effect 
(as in serum and urine), the calcium effect was drowned 
out. 

In order to compensate for the above effects, standard 
reference solutions must be made up which contain the 
interfering ions in concentrations equivalent to those 
found in serum or urine. Moreover, as a precaution, it 
is advisable to include all the common metallic ions 
mentioned above in all the standard reference solutions. 


SUMMARY ° 


Quantitative flame photometry, which has 
made possible the quick and accurate de- 
termination of sodium and potassium, has re- 
opened the subject of electrolyte balance in 
man. This paper details procedures which have 
been found most satisfactory in order to 
establish the optimum characteristies for the 
flame spectrophotometer, i.e., optimum flame 
characteristics (temperature and ion conecentra- 
tion) for any given metallic element. Tech- 
niques for handling operational difficulties are 
also given. 
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EDITORIAL 


TOBACCO AND PULMONARY CANCER 
HE sharply increased and increasing inci- 
dence of cancer of the lung within the last 


quarter of a century is a well-recognized phe- 


nomenon in many parts of the world. For some 
time the inerease was thought to be explicable 
on the grounds of improved diagnosis; but, even 
if that were still to be accepted, it cannot be the 
whole explanation. It is natural to look for the 
cause in something which is directly associated 
with the respiratory tract, which can be con- 
sidered as able to produce cancer and has itself 
shown a striking increase in employment. Such 
a factor might be tobacco smoking, and it has 
been receiving very close scrutiny in the last 
decade or more, although much of the literature 
is conflicting and inconclusive because proper 
analysis of the data is lacking. Two reports have 
recently appeared,’ ? one on each side of the 
Atlantic, which bring out certain points quite 
clearly. In the first of these, by Wynder and 
Graham, the incrimination of excessive smoking, 
especially of cigarettes over a long period, is 
strongly suggested by the following facts: (1) 
the rarity of cancer in a male patient who has 
not been at least a moderately heavy smoker for 
many years; (2) the much greater use of cigar- 
ettes amongst patients with pulmonary cancer 
than amongst other patients of comparable age 
and economic standing; (3) the sex distribution 
of pulmonary cancer corresponds roughly to the 
ratio of long-term smoking habits of the two 
sexes; (4) the tremendous parallel increase of 
the sale of cigarettes and of the increase in this 
form of cancer. A series of 605 male cases of 
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bronchogenic carcinoma was analyzed, with con- 
trol groups, three independent studies heing 
earried on. The data were so uniform as to allow 
of similar conclusions in each of them. 

An inquiry along somewhat similar lines was 
also carried out by Doll and Hill in a group of 
London hospitals, a series of 649 men and 60 
women being interviewed, with controls. The 
infrequency of pulmonary cancer in the non- 
smokers was again emphasized—0.3% of the 
men, and 31.7% of the women; and amongst the 
smokers a relatively high proportion of those 
with carcinoma of the lung were in the heavy 
smoking group. Cigarettes were more closely 
associated with cancer than pipe smoking, and 
inhaling did not seem to be an associated factor 
—a conclusion at variance with the views of 
Wynder and Graham. 

In neither report could a simple time relation- 
ship be deduced between increased smoking and 
the increasing number of deaths from cancer 
of the lung. Perhaps part of the increase may 
be due to improved diagnosis, but it may also 
be that the alleged carcinogen in tobacco smoke 
comes from substances introduced into the 
tobacco during cultivation or preparation as a 
result of changing methods in the last 50 years. 
There is nothing to show what the carcinogen 
may be. 

A study by Professor Dungal* of Iceland 
further emphasizes the relationship between pul- 
monary eancer and cigarette smoking. He shows 
that in Iceland pulmonary cancer is rare; he 
found only 0.6% in a series of nearly 2,000 
necropsies. At the same time, consumption of 
tobacco in Iceland until the beginning of the 
last war was extremely low. Now, however, it is 
rising rapidly, and with the lag in time which 
seems to be required for the effects of cigarette 
smoking the next ten or fifteen years may see 
the increase in pulmonary cancer in that country 
which has taken place elsewhere with a high rate 
of tobacco consumption. 

Nothing more definite can be said now than 
that there seems to be strong grounds for pre- 
suming that tobacco, especially in the form of 
cigarettes, is an important factor in the causa- 
tion of cancer of the lung. Those who wish to 
smoke will have a somewhat dubious comfort in 
reflecting that the evidence is not conclusive, and 
also that heavy smokers do not necessarily de- 
velop eancer of the lung; and those against 


3. DUNGAL, N.: Lancet, 2; 245, 1950. - 
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smoking will have further ammunition of a kind. 
In either case time, as usual, will be a most im- 
portant element in helping to settle the problem. 





Editorial Comment 


Empire Medical Advisory Bureau 


Members are again reminded of the welcome 
extended by the Empire Medical Advisory 
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Bureau of the British Medical Association to 
overseas visitors to Great Britain. The Bureau 
wishes to make visitors at home and to help 
them in any way possible during their stay: 
guidance as to housing, food rationing, customs, 
ete., is offered. In addition the Bureau will 
supply detailed information regarding post- 
graduate education. All inquiries should be ad- 
dressed to Dr. H. A. Sandiford, M.C., D.P.H., 
Medical Director, Empire Medical Advisory 
Bureau, B.M.A. House, Tavistock Square, 
London, W.C.1. 
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PRESIDENTIAL ADDRESS 


H. B. Church, M.D. 
Aylmer, Que. 


I am highly conscious of the great honour 
conferred on me tonight—an honour which 
through me has been conferred on all the gen- 
eral practitioners of Canada. My thanks go 
particularly to the men of my native Province 
“La Belle Quebec” for having nominated me to 
this high office. My thanks to my confréres 
from all parts of Canada for supporting my 
nomination. 

The Canadian Medical Association has been 
and still is a tower of strength to doctors all 
across Canada. All honour to the founders 
whose vision provided us with a strong staff 
to lean on. 

These founders probably took their text from 
Proverbs 29: 18: “Where there is no vision the 
people perish”. They decided to have vision, 
with the result you see today, ten provinces 
bound together for the advancement of the 
healing art. 

Like Rome our association was not built in 
a day. Started on a solid foundation, little by 
little our predecessors have builded solidly. At 
its inception our association was like a small 
still pool into which a pebble was tossed caus- 
ing circles of water to spread out until now 
every province has been reached and all are 
members. 

New ideas, problems and developments have 
arisen; these have been studied and worked 
on by our committees and gradually solved not 
by any one man but by the combined efforts of 
your representatives from across the Dominion. 


In our democratic Association every man may 


speak his piece. 

Present day unrest, wars and rumours of wars 
are adding to our burden of responsibility. We 
grumble at the increased load but agree with 
William James when he said—“The greatest 
use of life is to spend it for something which 
outlasts it”. : 


To the recent graduates and to CAMSI I 
would say; read the history of the Canadian 
Medical Association so that you will realize 
that all the benefits, which you enjoy today, 
were provided for you by the vision, labour, 
money and self-sacrifice of our forefathers, who 
well might say to us and our young graduates 
the words of Dr. John McCrea: “To you from 
failing hands the torch we throw; be yours to 
hold it high”. 

Our Association has gained a high place in 
the social and economie life of our country; 
chiefly because our members have been, and I 
hope, always will be ready and willing to 
shoulder other ‘responsibilities beside those of 
their profession such as guiding public opinion 
in their communities, their provinces and even 
on the Federal level. 

As a profession, we are sworn to strive, to 
give to our people the best medical care avail- 
able. This is a big undertaking that requires 
constant reading study and refresher courses 
to keep abreast of the new developments. 

It has been our aim to give the best possible 
quality of medicine to our people. To do this 
our teaching schools provide the foundation, 
our hospitals the superstructure and our Asso- 
ciation offers to keep the doctors up to date 
through our extramural courses and travelling 
teams of speakers in rural areas, and at our 
Provincial and Dominion meetings. 

Our people, those who can and those who 
cannot pay, have been clamoring for more and 
better care and all for less money. Our Asso- 
ciation has studied the situation, many of our 
members have set up, independent of the 
C.M.A., plans for medical care, on a non-profit 
basis, at the lowest possible cost consistent with 
good service. These plans have worked well in 
the large towns and cities. In the country, 
districts the plans cannot apply because a large 
enough group cannot be enrolled. There is also 
the question of mileage. 

For the country something else is needed. 
Just what? At the moment I am not prepared 
to say. It could be a good country doctor. 

The plans for hospital care have been 
eagerly bought by our people, to the point that 
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the plans are over sold in comparison to the 
number of hospital beds available. 

As a country doctor I look forward to a time, 
in the not too distant future, when every town 
with a resident doctor, will have a small, 
efficient hospital with the local doctor in 
charge, and teams of specialists from the larger 
centres available for the more serious eases. 
Surely the workmen ought to have a workshop 
and the tools necessary to perform the services 
they are called upon to provide. Solid co- 
operation and community spirit could accom- 
plish this end. 


I feel sure that governments, municipal, pro-’ 


vinecial and Federal stand ready to assist those 
who are willing to help themselves. But we the 
medical profession must show outstanding 
leadership and coneern for the medical care of 
our people to warrant the co-operation which 
is so essential. 

We are proud of medicine’s past achieve- 
ments but must never relax our efforts in carry- 
ing forward the conquest of disease. This is the 
challenge. May we not be found wanting. 

A mes collégues de langue francaise, un 
cordial merci pour votre encouragement et votre 
confiance. J’espére que bientdt tous les médecins 
de la Province de Québec seront membres de 
L’ Association Médical du Canada, témoignant 
ainst au monde entier lentente cordiale qui 
existe en notre Province. 


MINUTES OF THE MEETING. OF THE 
SECTION OF GENERAL PRACTICE 


Montreal, June 23, 1951 


The Section of General Practice met in Mon- 
treal on June 23, 1951, with Dr. Victor Johnston 
as Chairman. Those present included: 


Drs. H. Black, Vancouver; Harcourt B. Church, 
Aylmer, Que.; A. W. Clark, Sussex, N.B.; W. G. 
Leggett, Saint John, N.B.; A. D. Kelly, Toronto; E. C. 
McCoy, Vancouver, B.C.; H. E. MacDermot, Montreal; 
J. MeKenty, Winnipeg; A. G. MacLeod, Dartmouth, 
N.S.; Martell, St. Martin’s; C. H. Reardon, Halifax; 
P. B. Rose, Edmonton; A. Rioux, Quebec; M. L. 
Stalker, Ormstown, Que.; E. Thibault, Verdun, Que.; 
D. A. Thompson, Bathurst, N.B.; J. A. Walsh, Manuels, 
Nfid.; F. Werthenbach, Unity, Sask.; E. K. Woodrofe, 
Chester, N.S.; O. B. Yarey, Toronto; H. Alton 
(Visitor), San Francisco, U.S.A. 


The following resolutions were dealt with 
amongst others. These had been passed at the 
mid-winter Executive Meeting of the Section. 


RESOLUTIONS 


1. Resolved that we ask the Canadian Medical Associa- 
tion to study the revision of their By-laws regard- 
ing Sections. 

la. Resolved that this Section approves the principle 
that where possible the general practitioner inte- 
grate himself with the preventive aspects of medi- 
cine in conjunction with the various Departments 
of Health. 
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2. Resolved that in view of the importance ‘of the 
aims and objects of the Section of General Practice 
of the C.M.A., and in the interests of unity, it is 
requested that the C.M.A. budget each year for the 
expenses of the Section of General Practice. 

. Whereas there has been established a Section of 
General Practice within the C.M.A., 

And whereas the proper development and function- 
ing of this Section can be of the greatest import- 
ance to Canadian medicine, 

And whereas the general practitioners comprise 80% 
of the membership of the Canadian Medical Asso- 
ciation, 

’ Therefore be it resolved that the Executive of the 
Section of General Practice of the C.M.A., in meet- 
ing assembled, request that the Canadian Medical 
Association set up the necessary secretarial ma- 
chinery for the proper development of this section 
and for the promotion of its aims and objects. 

. Resolved that a special committee be set up to 
study the implementation of Article II, Section V, 
and bring recommendations to the next meeting of 
the Executive. 

(Article II—Aims and Objects—Section 5. 

To find ways and means of giving recognition to 
those members who participate in postgraduate 
study and who demonstrate competence in general 
practice. ) 

. Resolved that membership in the Section of Gen- 
eral Practice of the Canadian Medical Association 
is open to all general practitioners in Canada. 


FURTHER RESOLUTIONS AND DISCUSSION 


Re staff organization of large city general 
hospitals: 

‘*That the Section of General Practice of the Cana- 
dian Medical Association favours the establishment of a 
Department of General Practice in all hospitals large 
enough to be departmentalized. We feel that this could 
be accomplished by the formation of a section of general 
practice in such centres, realizing that the general practi- 
tioner cannot ask for greater privileges on hospital staff 
until he has shown that he is willing to accept the re- 
sponsibilities and work associated .with such appoint- 
ments. ’’ 

This was approved by the Executive Committee and 
the Council of the C.M.A. 

Dr. McCoy said that the Committee appointed for this 
purpose had reached the following conclusions: 

1. Whereas the C.M.A. has approved the above 

resolution. 

2. Whereas the American College of Surgeons has 
approved a similar resolution in the U.S.A. 

3. Whereas some hospitals fear that such a section 
might jeopardize their standing in residency and 
internship training. 

. Whereas it seems vital that the approval of Royal 
College of Physicians and Surgeons of Canada be 
obtained in this matter. 

Therefore be it resolved (A) that the College of 
Physicians and Surgeons (and the College of Physicians 
and Surgeons of Quebec) be approached forthwith to 
secure their co-operation in the formulation of ways and 
means of implementing this. 

(B) That the Section of General Practice of the 
C.M.A. approves the setup of a Section of General Prac- 
tice in intermediate hospitals as recently adopted by the 
O.M.A. and Ontario Department of Health, and that we 
believe a similar setup should be applicable to large city 
general hospitals. 

Dr. McCoy: The thinking behind this was that some 


of the hospitals across Canada are afraid to put in Gen- 


eral Practice because they are afraid they will lose their 
internship with the Royal College. We think it most 
important that the Royal College come out and say it. 
That is why we felt that this was the best time to get 
them to say whether they will or they will not. 

Dr. Stalker: It would do us a lot of good if you or 
the Secretary would go a little bit further in summariz- 
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ing what this is all about. I feel there has been too much 
emphasis on the departments of general practice being 
put into all hospitals. I would like all of us to hear how 
that has come about and how that section would function 
in a larger hospital. I believe that there are more of us 
who are a bit ‘‘fogged’’ on this. 

Dr. Sawyer: I do not know how much I. should say 
about this. The thinking in Ontario was that we should 
have some method whereby general practitioners on any 
hospital staff would have some voice in the administra- 
tion of that staff. In that setup we copied the setup in the 
U.S. that has been working in which the staff has been 
divided into departments and it has been recommended 
that the staff consist of various departments such as 
obstetrics, gynecology, ete., depending on the size and 
type of hospital. They would be part of the governing 
committee. 

The second fundamental thing was that we thought 
there should be no patients admitted to a department of 
general practice. The department should be purely ad- 
ministrative. A general practitioner applying to that hos- 
pital would apply to become a member of General Prac- 
tice and of the Obstetrics Department, for instance. A 
service of general practice would be very difficult to 
operate. A general practitioner might wish to change 
from year to year. That is, he might wish to be attached 
to surgery and then he would wish to change and become 
attached to another department. 

The Credentials Committee is the key to the hospital 
staff in that it does three or four important things: (1) 
Looks into credentials of members applying and makes 
recommendations as to whether this man should be given 
a chance in that particular department after consulting 
with the Chief of that department. (2) Function of 
recommending at any time that a man be transferred 
from one service to another if he is not getting along 
well in one service. (3) The Credentials Committee can 
deal with a man’s application for increased work in any 
department. 

As general practitioners, we are not asking any hos- 
pital staff to be allowed to do work for which we are 
not trained and for which we are not competent. 

Dr. Liggett: I stay at Saint John. I am above the 
age for hospital appointment. I asked for the chance to 
write the examination, which was refused. Last year I 
was notified that I was not allowed to do any surgery 
whatsoever. Later last fall I was notified by the super- 
intendent of the hospital that I was allowed to do minor 
surgery. One surgeon told me that he did not know what 
minor surgery was. I am left in the lurch. The Credentials 
Committee is at the bottom of the whole thing. I think 
that the Credentials Committee is not a philanthropic 
committee but it is a big club to keep a little clique in 
power. 

Dr. Sawyer: I think everybody realizes that in every 
hospital staff you must have some group who have the 
say. The difficulty in setting up hospital By-laws is to 
determine who is going to have the say about the men 
on the staff. In the setup we had it arranged that they 
were appointed. The best check that you can have on 
the Credentials Committee is that they should not have 
the power. There are medical and surgery advisory 
committees in which the General Practice have one 
representative. We in .this group cannot deal with 
individual problems. Our duty here is to give ap- 
proval to what is the best type of setup that has been 
devised. The setup in Ontario is not the best and 
there are changes made each time we go over the 
By-laws. They are set up only as a guide. Anyone 
interested can obtain a copy and modify it to suit their 
needs. We cannot deal with individual cases about 
which we know nothing of the local setup but we 
must deal here with fundamentals. 

Chairman: We realize that control of medical services 
in any hospital must be by the staff. There are two 
places to have control: Either in a local hospital or 
the Provincial Department of Health. We in Ontario 
don’t want control by the Department of Health. This 
setup places the proper responsibility on the. medical 
and supervisory board. ti 


Dr. Liggett: They have proportional representation. 
The control is outside of General Practice. 

Chairman: They will themselves elect one member to 
the staff. 

Dr. Thibault: After two or three years, a man has 
been a G.P. and so he decides he wants to become 
general staff. Will that G.P. be obliged to pass ex- 
aminations? And will he be of the same status as 
someone starting in? 

Dr. Sawyer: Certification should not govern a man’s 
work on the staff. This man who wants to go up the 
ladder should apply to the Credentials Committee who 
will consult with the Chief of the Department for a 
decision. 

Dr. McCoy read Section A of the Resolution and 
moved that it be adopted, seconded by Dr. Black. Carried. 

Dr. Black: In seconding this resolution I would like 
to plead for urgency in this matter. I appreciate the 
fact that this is a large problem, that we are still 
a little bit uncertain as to just what we are doing 
and where we are going. At the same time, we in 
B.C. have been subjected to this sort of thing, Van- 
couver especially. We have been so interested in the 
American Academy that we have had representations 
at their meetings. We have held off being associated 
with them because it is our feeling that we should 
have some similar setup in Canada in the C.M.A.; we 
felt that at the Halifax meeting something would be 
started. Apparently, at the executive meeting in the 
spring of this year, there were constitution troubles, 
which now are ironed out. I am sure that the section 
in B.C. are not going to be happy that we probably 
will have to wait another year. In Vancouver we now 
have a medical school starting there. Because of our 
Section of General Practice we have in the past year 
obtained representation for a man who will be a gen- 
eral practitioner on the Medical Board of the hospital 
and it should prove of value to us. We have in the 
past attempted to initiate a Department of General 
Practice in this hospital. Our problem has been this. 
We think it is a good thing and the staff think it is 
and they said they would try it. After it was passed 
up to the Board of Governors their immediate re- 
sponse was, ‘‘We want to keep up standards of our 
hospital. We cannot accept this group.’’ In seconding 
this motion I would urge that everything be done to 
expedite this. 

Dr. Stalker: It was said to us that after all our 
Section are doing a lot of talking but not getting any 
action. I know that in taking up this we can prove 
a reason for living. It seems to me extremely urgent 
that a period of months do not pass. To add a little 
more to what Dr. Black has said—right across this 
province are institutions that are hungry for this 
sort of leadership. 

Dr. Sawyer: I would like to see it stated that we ask 
the Royal College to come out and say that the estab- 
lishing of a Department of General Practice will not 
affect the position of hospitals with regard to intern 
training. 

Dr. McCoy: It is in the resolution. 

Dr. Reardon: Because of the fact that we are a teach- 
ing centre, that is where Dr. Liggett and I have the 
same difficulties. The crux of the whole thing is the Royal 
College. One hospital in particular blames everything 
on the Royal College. They are not afraid of the Royal 
College but use it as a blind. The Sisters’ hospital have 
definite fear of the Royal College. They have been fifteen 
years trying to get approval for internship and now 
they are not going to lose it. 

Dr. Rese: It seems to me in listening to the discussion 
that I feel like Dr. Sawyer that local cases do not apply. 
I think this resolution is the answer. 

Dr. Liggett: We are a section of the C.M.A. and we 
have to work together. We could do this in an unofficial 
way this morning and get some action without creating 
any hardship. 

(Later it was found impossible to arrange to meet 
with the Royal College at that time.) 

Dr. McCoy read Section (B) of the Resolution and 
moved that it be passed, seconded by Dr. Rose. Carried. 





270 


Dr. McCoy: We believe a similar setup should be 
applied to large general hospitals. 

Dr. Sawyer suggested that the word ‘‘teaching’’ be 
added to the resolution. 

Dr. Sawyer stated that an explanation could be set 
down in two or three pages which could be summarized 
and sent to various divisions. 

Dr. Stalker: I believe there will be some discussion as 
to how we are going to carry out this program. Would 
it be sent to all hospitals in Canada? Personally, I think 
it should be very little more than that. If the booklet 
were wanted, that could be sent along later. The sum- 
mary is what the hospitals and association would want 
and there would also be some discussion as to how this 
Section would implement this. 

Dr. Thibault: For the first part, for intermediate 


hospitals, that is O.K. For the second part, we in Quebec. : 


have to wait for the answer of the College of Physicians 
in Quebec. They have passed by-laws two or three years 
ago barring all people who haven’t their certificate from 
the Royal College or from their association. For the 
teaching hospitals, I cannot give my approval. I have to 
wait for the answer of my association. 

Dr. Rioux: Do you think we could send those papers 
to the President so that we could have them right away. 

Moved Dr. Stalker, seconded Dr. Thomson that both 
the resolution and a copy of the summary be sent to Dr. 
Rioux and the College of Physicians and Surgeons of 
Quebec and that Dr. Church present the resolution 
personally.. Carried. 

Dr. Kelly: Certain members of the Section may feel 
that in referring the implementation to the Section of 
General Practice the committee is not helping you. 
The personal efforts of every member of the Section 
should be made to institute it in every hospital. This 
will be a long term project. Personal effort on the part 
of the members of the Section talking to the chiefs 
of staff is needed. It requires missionary work. 

Dr. Sawyer: Victoria Hospital in London is a big 
teaching hospital. I heard that they were in the 
process of changing their By-laws. I arranged a meet- 
ing with them. Through that meeting they have now 
put a general practitioner on their Medical and Surgi- 
cal Advisory Committee. After I spoke to them it 
went through. When you have opened the door, it is 
up to the G.P.’s to push it open. You must prove that 
you have an organization of the G.P.’s to carry on that 
work. 


Re GENERAL PRACTITIONER PRIZE 


(Subject to the approval of the Canadian Medical 
Association. ) 

1. Be it resolved that the Section of General Prac- 
tice sponsor an Annual Award to ‘‘The General Prac- 
titioner of the Year’’. This award to take the form of 
a parchment certificate, a purse of money and adequate 
travelling expenses for himself and his wife to ensure 
his attendance at the Annual C.M.A. Convention. 

Be it further resolved that this award be conferred 
by the President of the Canadian Medical Association 
at its annual meeting and that it should be conferred 
on the recipient personally and NOT im absentia. 

Dr. Werthenbach: There is an awful lot in this. We 
should work on it now and make our first award two 
years from now. One point that disturbs me: How 
would we go about raising money? We could not get 
it by asking for contributions, A year and a half 
from now it could develop. I would say that possibly 
the council of each college should end up with a repre- 
sentative from their province. All ten of these would go 
to the Council of Physicians and Surgeons. They would 
pick out the practitioner for the province and the ten 
men would be chosen on merit. Have we any means of 
collecting the money for this? It is believed the meet- 
ing could be in Montreal and someone might finally 
pick someone from Vancouver. It would come to a lot 
of money. I personally suggest that a committee be 
set up to study this. About two years from‘now the 
first man could be chosen. I believe it would definitely 
help in advertising the work of the G.P. 
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Dr. Thompson: I like the idea but we are in the mid- 
season for trying to work out this problem. The selec- 
tion of that type of man will not be an easy task. 
The question of the By-laws is to come up to the 
C.M.A. and I think it would be a good thing to with- 
hold action. 

Dr. Church: What is the thinking behind this resolu- 
tion? Is the man to be chosen someone like Dr. Dafoe? 
There are general practitioners who do heroic work 
who are never heard about. 

Dr. McCoy: Many of us feel that something along 
this line is an excellent idea, I think we should look 
into this pretty carefully though. I think that a small 
committee could be set up to bring back a report. It 
would require at least two years. 

Chairman: You have said (1) approve in principle 
and (2) that a committee be set up to study it and 
that this committee come back with more definite 
direction as to how this money might be raised. 

Moved by Dr. Werthenbach, seconded by Dr. Reardon 
that the Section implement an investigation in principle. 
Carried. 

Moved by Dr. Church, seconded by Dr. Stalker that 
representatives from the two main French Canadian 
groups be asked to join the General Practice Section. 

Chairman: We want our French Canadian confréres 
on the ground floor of this organization so that they 
will be able to help us in our national group. 

Dr. Church: We are a bilingual province. Our practi- 
tioners must be bilingual. Our French Canadian confréres 
should be invited to have representation on this G.P. 
group. We want them right on the ground floor. 

These two associations must be represented if we are 
to accomplish what we want. 

Dr. McCoy: I am not too sure what this implies. We 
have on our executive one representative from each 
province, two from Ontario and two from Quebec. We 
are getting into a different thing altogether if we start to 
have a group from each province. Theoretically, you 
could have two or three groups in each province. It is 
going to run us into a lot of expense. We have a big 
executive now—a possible sixteen now. 

Chairman: We are still not a national organization. 
I am heartily in accord with this resolution. 

Dr. Stalker: I can understand Dr. McCoy’s feeling 
very well. If we have to have a committee, if we are 
going to be directly national, and if Quebec is to be 
properly represented, certainly the French Federation 
must be represented on our group. It is most necessary 
that this idea be carried out. 

Dr. Thibault: Maybe we can solve the question other- 
wise. We can arrange that the French speaking doctors 
who are already members of the group of the G.P. can 
represent the association of French speaking doctors and 
the association of French medical societies. 

Dr. Rioux: The reason to ask for a representative is 
that we in Quebec have a slower response to the C.M.A. 
The response to the Section of G.P. by the medical 
French speaking doctors is slow. I think it would be a 
good thing to have our representative of either group to 
be part of the C.M.A. 

Chairman: Immediately after we approved we would 
nominate two from this group to meet with the Federa- 
tion of French doctors and arrange details. 

Dr. Kelly: I would remind this Section that you are a 
section of a voluntary national association and to operate 
we must have channels of communication. We asked them 
to nominate two members to represent us in this associa- 
tion of General Practice. I agree that we should com- 
municate with our division and have it decided in the 
province. 

Dr. Church: This member should come from the 
Federation. ; 

; oot Werthenbach: Would we have to change our By- 
aws 

Dr. McCoy: Each province selects it own members on 
the executive. 

Dr. Church: Let’s send it back to the divisions. 

Dr, Thibault: Just invite us to the meeting. We will 
do our best to do our part. We do not ask to be members 
to the executive. 
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Dr. Church: Be it resolved that the matter of repre- 
sentation on the national section of G.P.’s be referred 
to the divisions and that the division of Quebec be asked 
to name one member from the Federation. If we don’t 
do it the right way we will never have a fully national 
representation. 

Dr. Black: This member will be the French speaking 
member as set up by your constitution. 

Dr. McCoy: I do understand part of this. I am against 
the basic principle of us telling Quebec where to select 
their member from. We should not say that he should 
come from a certain organization. 

Dr. Church: We are not really telling them but we are 
asking the division that the man from the largest group 
of our French Canadian confréres be asked. 

Dr. McLeod: We should leave it to the Quebec mem- 
bers. 

Moved by Dr. McLeod, seconded by Dr. Church that 
it be left to the divisions. Carried. 


RE SENDING REPRESENTATIVE 


Chairman: It was suggested by Dr. MeMillan that 
someone should go from this group to the Eastern 
provinces and present the views of this Section. There is 
a matter of expenses and whether we need it or not. It 
would probably be well to send Dr. Stalker. 

Dr. Reardon: We need someone like Dr. Sawyer to 
go with us to the hospitals and explain the Section. I 
will guarantee the money if you can’t get it. 

Dr. McCoy: I think it most important that someone 
be sent down who would speak to Deans of Medical 
Schools and heads of hospitals. The whole profession is 
vitally involved, not just the G.P. Section. He should 
make sure that he speaks to the whole profession. 

Chairman: The Central office and Dr. Kelly will give 
you every opportunity to speak where you should. I was 
very pleased last year with the co-operation of the Central 
office. 

Dr. Kelly: I have reason to know that in the N.B. 
Division it is the considered opinion of their executive 


that they should not be promoting a section of G.P.. 


within their division. In the Newfoundland Division their 
state of organization of this idea is far too early for 
them to consider it. This is not true in Nova Scotia. I 
would urge that you use great discretion before going 
into a division until you know that it would meet with 
the general approval of the officers and councils of the 
division. 

Chairman: We must work through the division. 
Certainly the representative would be available for such 
work as Dr. Reardon has pointed out if asked to do so. 





PROCES-VERBAL DE LA REUNION DE 
LA SECTION DE PRATIQUE GENERALE 


Montréal, 23 juin 1951 


La Section de Pratique Générale se réunit a 
Montréal le 23 juin 1951, sous la présidence du 
Dr Victor Johnston. Les résolutions suivantes 
furent passé avec d’autres qui l’avaient été au 
cours de lhiver a la réunion de l’Exécutif de la 
Section. 


RESOLUTIONS 


1. Il est résolu de demander & 1’Association Médicale 
Canadienne (C.M.A.) d’étudier la revision de 
leurs Réglements concernant la section 5. 

la. Il est résolu que cette Section approuve le prin- 
cipe & l’effet qu’autant que possible 1’omnipra- 
ticien s’associe étroitement avec les aspects 
préventifs de la médecine conjointement avec les 
divers Services de Santé. 

2. Il est résolu, en raison de 1l’importance des vues 

objectifs de la Section de Pratique Générale de 


la C.M.A. et .dans l’intérét de l’unité, que le 
budget de la C.M.A. chaque année fasse provision 
pour les dépenses de la Section de Pratique 
Générale. 

3. Attendu qu’il a été fondé une section de Pratique 
Générale dans les cadres de la C.M.A., 

Et attendu que le bon développement et fone- 
tionnement de cette Section peuvent se révéler 
d’importance primordiale pour la médecine cana- 
dienne, 

Et attendu que les omnipraticiens comprennent 
quatre-vingt pour cent des membres de 1’Associa- 
tion Médicale Canadienne, 

Il est résolu en conséquence que 1’Exécutif de la 
Section de Pratique Générale de la C.M.A., réuni 
en assemblée, demande & 1’Association Médicale 
Canadienne d’instaurer un personnel de secrétariat 
qui verrait au bon céveloppement de cette section 
et 4 l’accomplissement de ses vue et objectifs. 

4, Il est résolu d’établir un comité spécial pour 
mettre & étude la mise en vigueur de l’article II, 
section V, et produire les recommandations & la 
prochaine réunion de 1’Exécutif. 

(Article II—Vues et objectifs—Section V: 

Trouver les voies et moyens d’accréditer les 
membres qui suivent des études postgraduées et 
qui avérent compétents dans la pratique générale). 

5. Il est résolu qu’il soit loisible & tous les omni- 
praticiens au Canada d’étre membres de la 
Section de Pratique Générale de 1’Association 
Médicale Canadienne. 


AUTRES RESOLUTIONS ET DISCUSSION 


Sujet: Organization du personnel de grands hépitaux 
généraux urbains. 

‘*Que la Section de Pratique Générale de 1’ Associa- 
tion Médicale Canadienne soit en faveur de ]’établisse- 
ment d’un Service de Pratique Générale dans tous les 
hopitaux déja répartis en services. A notre avis cet 
objectif peut étre atteint par la formation d’une sec- 
tion de pratique générale dans de tels hépitaux,* et 
nous croyons que l’omnipraticien ne peut s’attendre 
& jouir de plus grandes prérogatives parmi un per- 
sonnel d’hépital jusqu’é ce qu’il se soit montré bien 
disposé & accepter sa part du travail et des responsa- 
bilités inhérentes.’’ 

Cette résolution fut approuvé 
Exécutif et le Conseil de la C.M.A. 

Le Dr McCoy déclara que le Comité nommé & 
cette fin avait abouti aux conclusions suivantes: 

1. Attendue que la C.M.A. a approuvé la résolution 

précédente. 

2. Attendu que !’American College of Surgeons a 

approuvé une résolution semblable aux Etats-Unis. 

3. Attendu que certains hépitaux .craignent qu’un 

pareil service mette en péril leur réputation dans 
l’entrainement d’internes et de médecins résidents. 

4. Attendu qu’il parait essentiel d’obtenir A ce 

sujet l’approbation du Collége Royal des Méde- 
eins et Chirurgiens du Canada. 

Il est résolu en conséquence (A) que le Collége 
des Médecins et Chirurgiens (et le Collége des 
Médecins et Chirurgiens du Québec) soient pres- 
sentis sans délai afin de s’assurer leur coopéra- 
tion pour élaborer les voies et moyens de réaliser 
cet objectif. ; 
(B) Que la Section de Pratique Générale de la 
C.M.A. approuve la formation d’une Section de 
Pratique Générale dans les hépitaux intermé- 
diares telle que récemment adoptée par la O.M.A. 
et le Ministére de la Santé de 1’Ontario, et que 
nous sommes d’avis -qu’un pareil arrangement 
s’applique aux grands hépitaux urbains. 

Dr McCoy: Dans leur arriére-pensée certains hépitaux 
canadiens hésitent & former un service de Pratique Gé- 
nérale dans la crainte que le Collége Royal ne leur fasse 
perdre leur internat. Il est trés important, 4 notre avis, 
que le Collége Royal prenne position et statue qu’il en 
sera ainsi ou non, et il n’est pas de meilleur temps que 
maintenant pour le faire. 


par le Comité 
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Dr Stalker: Nous apprécierions beaucoup de savoir 
dans les grandes lignes de quoi il s’agit. Je crois que 
l’on a trop insisté pour mettre en opération des services 
de pratique générale dans tous les hdépitaux. I] nous 
intéresserait d’apprendre comment un tel service fone- 
tionnerait dans un grand hépital; beaucoup d’entre nous 
se perdent en conjectures & ce sujet. 

Dr Sawyer: Je ne sais sur qu’a quel point m’étendre 
sur la question. On est d’avis en Ontario que les omni- 
praticiens attachés au personnel d’un hdpital devraient 
avoir quelque voix au chapitre sur 1’administration de ce 
personnel. Nous avons ainsi suivi 1’exemple des Etats- 
Unis ot le personnel est divisé en services divers tels 
que l’obstétrique, la gynécologie, etc, leur nombre dé- 
pendant du genre et des dimensions de |’hépital. Ls 
feraient partie du comité d’administration. 


Un deuxiéme point capital était A l’effet qu’il ne 


devrait pas y avoir de malades admis dans un service de 
pratique générale. Ce service serait purement admin- 
istratif. Un omnipraticien sollicitant son entrée dans cet 
hépital demanderait de devenir membre du Service de 
Pratique Générale et d’Obstétrique, par exemple. II 
serait trés difficile de mettre en opération un service -de 
pratique générale. Ainsi, un omnipraticien pourrait 
désirer changer de service d’année en année, passer de 
la chirurgie 4 un autre service, et ainsi de suite. 

Le Comité des Créances est la clé d’accés au personnel 
d’un hépital dans ce sens qu’il fait trois choses im- 
portantes: (1) Il examine les titres des candidats et 
aprés consultations avec le chef d’un service en particu- 
lier recommande leur admission dans ce service. (2) Il 
a pour fonction de recommander en tout temps qu’un 
médecin qui ne donne pas satisfaction dans un service 
soit transféré dans un autre. (3) Il peut satisfaire ou 
non a la demande d’un individu qui réclame une plus 
grande part de travail dans n’importe quel service. 

En notre qualité d’omnipraticiens, nous ne prétendons 
pas que l’on nous permette d’accomplir une tache pour 
laquelle nous n’avons ni l’entrainement ni la compétence. 

Dr Liggett: J’habite Saint-John et suis trop 4gé pour 
faire partie du personnel d’un hépital. Ayant demandé 
de rédiger les examens par écrit, cette faveur me fut 
refusée. L’an dernier on me défendit de pratiquer 
quelque opération que ce fut, méme de chirurgie mineure, 
bien que le Dr Skinner me dise ne pas trés bien savoir 
en quoi elle consiste. Je suis laissé au rancart, et c’est 
au Comité des Créances que je le dois. A mon avis, ce 
Comité n’est pas un comité philanthropique mais un 
assommoir destiné A maintenir une petite coterie au 
pouvoir. 

Dr Sawyer: Je crois que tout le monde réalise qu’au 
sein de tout personnel d’hépital il doit y avoir un groupe 
qui a le dernier mot, et la difficulté est de déterminer 
qui devra rendre la décision au sujet des médecins du 
personnel. Pour notre part nous avons fait des arrange- 
ments pour qu’ils soient nommés. Le Comité des Cré- 
ances sera d’autant mieux contrélé qu’il n’accaparera 
pas tout le pouvoir. Il existe des comités d’aviseurs mé- 
dicaux et chirurgicaux parmi lesquels siége un repré- 
sentant de Pratique Générale. Nous dans ce groupe ne 
pouvons traiter de sujets individuels, et notre devoir est 
de signifier notre approbation pour le meilleur arrange- 
ment qui aura été conqu. L’arrangement en vigueur dans 
1’Ontario n’est pas le meilleur et il est sujet & des 
changements que lui imposent nos réglements. Ils nous 
servent seulement de guide; il est facile d’en obtenir une 
copie puis d’y faire des modifications conformément 
aux besoins. Dans 1’ignorance ot nous sommes des ar- 
rangements locaux, il importe que nous nous en tenions 
& des principes généraux sans verser dans les problémes 
individuels. 

Le président: Nous réalisons que le contréle des 
services médicaux dans tout hdpital doit étre effectué 
par le personnel. Ce contréle peut s’exercer & deux 
endroits: soit dans un hdépital local, soit au Ministére 
Provincial de la Santé. Dans 1’Ontario nous ne voulons 
pas du contréle du Ministére de la Santé. D’aprés cet 
arrangement toute la responsabilité retombe a bon droit 
sur le conseil médical et de revision. 

Dr Liggett: Ils ont une représentation proportion- 


nelle. Le contréle se fait en dehors de la Pratique Gé- 
nérale. 

Le président: Ils élisent eux-mémes un membre au 
personnel. 

Dr Thibault: Aprés deux ou trois ans de pratique 
générale, un médecin décide de faire partie du personnel 
médical d’un hépital. Lui faudra-t-il passer des examens? 
Et aura-t-il le méme status qu’un médecin débutant? 

Dr Sawyer: La certification ne devrait pas régir le 
travail d’un membre du _ personnel. Quiconque veut 
s’élever des rangs doit s’adresser au Comité des 
Créances qui en décidera aprés comsultation avec le 
chef de service. 

Le Dr McCoy lut la Section A de la Résolution et en 
proposa |’adoption, secondé par le Dr Black. Adoptée. 

Dr Black: En secondant cette résolution je voudrais 
que 1l’on considére cette question comme urgente, Je 
comprends bien que c’est un probléme d’envergure, et 
que nous sommes encore indécis quant A ce que nous 
accomplissons au juste et oi nous allons. En Colombie 
Britannique, et & Vancouver notamment, nous avons 
eu & faire &4 un méme état de choses. Notre intérét 
dans 1’American Academy a été tel que nous eiimes 
des représentants & ses réunions, Cependant nous 
n’avons pas cru devoir nous associer davantage avec 
elle, pensant qu’au Canada la C.M.A. pouvait instituer 
de pareils arrangements; la réunion d’Halifax nous 
faisait espérer d’heureux débuts. A la réunion de 
l’exécutif au printemps dernier ont semblé surgir des 
difficultés constitutionnelles qui sont maintenant 
aplanies. Nos praticiens de chez-nous vont regretter 
d’avoir & attendre encore une autre année. Nous avons 
a l’heure actuelle & Vancouver une école de médecine qui 
s’ouvre. En raison de notre Section de Pratique 
Générale nous avons obtenu 1’an dernier qu’un omni- 
praticien nous représente dans le Bureau Médical de 
l’hépital, et cela devrait nous rendre de grands 
services. Dans le passé nous avons tenté d’instituer un 
service de Pratique Générale dans cet hépital. Nous 
croyons que c’est une bonne chose, le personnel est 
aussi de cet avis et tient 4 en faire l’essai. Le Bureau 
des Gouverneurs, saisi de la question, nous fit d’emblée 
la réponse suivante: ‘‘Nous voulons garder élevé le 
niveau scientifique de notre hépital. Nous ne pouvons 
accepter ce groupe.’’ En secondant cette motion j’in- 
sisterais que l’on fit tout ce qui est possible de faire 
pour dépécher cette affaire. 

Dr Stalker: On a fait & notre Section le reproche de 
parler beaucoup et d’agir trés peu. Il nous faut faire 
la preuve que nous existons. A mon avis il est extréme- 
ment urgent qu’il ne se passe pas de trop longs mois 
avant d’agir. Pour renchérir sur ce que le Dr Black a dit— 
il-est nombre d’institutions dans notre province qui 
ressentent le besoin de direction éclairée, 

Dr Sawyer: Je voudrais que 1’on définit notre position 
vis-a-vis du Collége Royal et qu’il nous déclare que 
le fait d’instituer un service de Pratique Générale 
n’affectera pas le status des hépitaux en ce qui con- 
cerne l’entrainement des internes. 

Dr McCoy: La résolution définit notre position. 

Dr Reardon: Le Dr Liggett et moi avons les mémes 
difficultés parce nos hépitaux sont des centres d’en- 
seignement. Le neud de tout le probléme est le Collége 
Royal; c’est sur lui qu’un hépital en particulier fait 
porter tout le blame, et ne le craignant pas il s’en sert 
comme d’un paravent. L’H6pital des Seurs, qui craint 
le Collége Royal, cherche depuis quinze ans a obtenir 
l’approbation pour internat, et il ne tient pas a le 
perdre maintenant. 

Dr Rose: Je suis de 1’avis du Dr Sawyer, en écoutant 
la discussion, que les cas particuliers ne s’appliquent 
pas ici. La résolution couvre tous les cas. 

Dr Liggett: Nous comprenons une section de la C.M.A. 
et devons unir nos efforts. Il nous serait possible ce 
matin, sans créer aucune difficulté, de chercher a 
obtenir satisfaction d’une facon non officielle. 

(On ne put A ce moment obtenir une réunion avec 
le Collége Royal). 

Le Dr McCoy lut la Section (B) de la Résolution et 
proposa son adoption, secondé par le Dr Rose. Adoptée. 
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Dr McCoy: Nous croyons qu’un arrangement sembl- 
able pourrait étre appliqué aux grands hdépitaux gé- 
néraux. 

Le Dr Sawyer suggéra que le mot ‘‘enseignement”’ 
fut ajouté & la résolution. Le Dr Sawyer ajouta qu’on 
pourrait rédiger une explication en deux ou trois pages, 
dont un résumé serait envoyé aux différentes sections. 

Dr Stalker: On discutera sans doute sur la maniére 
de mettre ce programme & exécution. Devra-t-on 1’envoyer 
a tous les hépitaux au Canada? Pour ma part je ne crois 
pas qu’on doive faire beaucoup plus que cela. La brochure 
pourra étre envoyée plus tard si on en fait la demande. 
Le résumé est ce que les hépitaux et les associations 
désireraient avoir et il importe de discuter de la fagon 
de s’y prendre pour y parvenir. 

Dr Thibault: Pour ce qui concerne les hépitaux inter- 
médiaires, partie A, cela va trés bien. Quant & la partie 
B, nous du Québee devons attendre la réponse de notre 
Collége des Médecins. Il y a deux ou trois ans il a passé 
un réglement excluant tout médecin qui n’avait pas son 
certificat du Collége Royal ou de son association. Pour 
ce qui est des hépitaux enseignants, il me faut attendre 
la réponse de mon association avant de donner mon ap- 
probation. 

Dr Rioux: Croyez-vous que nous puissions envoyer ces 
papiers au président afin de les ravoir aussit6t? 

Proposé par le Dr Stalker, secondé par le Dr Thomp- 
son que la résolution et une copie du résumé soient 
envoyées au Dr Rioux et au Collége des Médecins et 
Chirurgiens du Québec et que le Dr Church présente la 
résolution en personne. Adopté. 

Dr Kelly: Certains membres de la Section peuvent 
croire que le comité ne vous aide pas en référant a la 
Section de Pratique Générale la mise en exécution de 
notre projet. Si l’on veut qu’il se réalise dans chaque 
hépital, il importe que chaque membre de la Section fasse 
des efforts personnels, et au besoin en parler avec les 
chefs de service. C’est un projet a long terme, et ¢’est 
& nous de faire cuvre de missionnaires. 

Dr Sawyer: L’hdépital Victoria de London est un im- 
portant hdépital enseignant. A la suite d’une réunion 
que j’eus avec ses gouverneurs, qui sont en train de 
changer leurs réglements, ils se sont décidés & placer un 
omnipraticien sur leur Comité d’Aviseurs Médicaux et 
Chirurgicaux. Une fois la porte entr’ouverte, c’est au 
praticien de l’ouvrir toute grande. Il vous faut prouver 
que les omnipraticiens sont organisés pour poursuivre 
ce travail. 


SuJET: PRIX DE L’OMNIPRATICIEN 


Dr McKenty: Avant de présenter ces résolutions, je 
crois que nous sommes d’accord & penser que ce qu’il nous 
faut ce sont de bonnes relations extérieures. Il y a deux 
ans nous avons fondé dans notre province un prix de 
Pratique Générale, lequel est offert chaque année au 
meilleur interne de l’année. L’Université nous pria 
d’instituer deux prix de $150 chacun pour décerner au 
meilleur interne de chacun des deux hépitaux de notre 
province. Cet interne, qui ne se serait pas nécessairement 
le meilleur étudiant, serait choisi par un comité com- 
prenant des membres de 1’université et de 1’hépital. L’an 
dernier il n’y eut que trois candidats pour ce prix; cette 
année il y en eut vingt. Ce plan a été emprunté a 
1’A.M.A., qui chaque année désigne un médecin de 
l’année—habituellement un practicien d@ campagne. 
Nous pourrions avoir un ‘‘Omnipraticien de 1’Année.’’ 

(Sujet & l’approbation de 1’Association Médicale 
Canadienne). 

Il est résolu que la Section de Pratique Générale 
accorde un Prix Annuel & 1’‘Omnipraticien de 1’Année’’. 
Ce prix prendra la forme d’un certificat sur parchemin, 
une somme d’argent et des dépenses de voyage couvrant 
ses frais de déplacement & lui et & sa femme & la con- 
vention annuelle de la C.M.A. 

Il est en outre résolu que ce prix soit conféré par le 
Président de 1’Association Médicale Canadienne A sa 
réunion annuelle et qu’il soit remis au récipiendaire en 
personne et NON in absentia. 

Dr Werthenbach: Il faut nous oceuper de cette_ques- 
tion dés maintenant et octroyer notre premier prix 


d’ici deux ans. Un point me préoceupe, & savoir com- 
ment se procurer |’argent? Impossible de 1’obtenir au 
moyen de contributions, sauf d’ici un an et demi 
peut-étre. Je suggérerais que le conseil de chaque 
Collége choisisse un représentant de leur province et 
tous les dix iraient devant le Conseil des Médecins 
et Chirurgiens. Ils choisiraient le praticien de chaque 
province selon ses mérites. Cependant il peut arriver 
que la réunion ait lieu & Montréal et qu’on y élise 
un candidat habitant Vancouver. Comme cela repré- 
sente un fort montant d’argent, je suggérerais d’in- 
stituer un comité qui étudierait la question. Je suis 
sir que ce prix, que 1’on pourrait décerner d’ici deux 
ans, contribuerait grandement A mettre en relief le 
travail de l’omnipraticien. 

Dr Thompson: L’idée me plait mais ce temps de la 
mi-saison ou nous sommes ne s’y préte guére. Ce ne 
sera pas une tache facile que de faire le choix de ce 
type de médecin. La question des Réglements devant 
étre soumise & la C.M.A., je suis d’avis qu’il serait 
bon de différer toute décision. 

Dr Church: Ow veut-on en venir avee cette résolution? 
Entend-t-on choisir un médecin comme le Dr Dafoe? 
Il est des praticiens dont on n’entend jamais parler 
et qui cependant accomplissant un labeur de héros, 

Dr McCoy: Beaucoup d’entre nous applaudissent a 
cette excellent idée, mais je crois qu’il nous faut 
procéder dans ce sens avec beaucoup de précaution. 
Instituons un comité pour étudier la question et nous 
en faire rapport, ce qui pourrait prendre deux ans. 

Le président: Vous nous avez dit qu’il faut (1) ap- 
prouver en principe, (2) instituer un comité d’étude 
du projet qui déterminerait de fagon définie comment 
s’y prendre pour se procurer 1|’argent. 

Proposé par le Dr Werthenbach, secondé par le Dr 


‘Reardon que la Section mette en cuvre une enquéte en 


principe. Adopté. 

Proposé par le Dr Church, secondé, par le Dr Stalker, 
que les représentants des deux principaux groupes 
canadiens-frangais soient invités a se joindre & la 
Section de Pratique Générale. 

Le président: Nous désirons que nos confréres cana- 
diens-frangais fassent corps et 4me avec notre organi- 
sation afin de pouvoir compter sur leur aide dans notre 
groupe national. 

Dr Church: Notre province est bilingue. Nos praticiens 
doivent 1’étre. Il importe que nos confréres canadiens- 
francais soient représentés dans la Section de Pratique 
Générale. Nous n’atteindrons notre objectif que si les 
deux associations sont représentées. 

Dr McCoy: Je ne sais pas trés bien quelle est la 
portée de tout cela. Nous avons sur notre exécutif un 
représentant de chaque province, deux de 1’Ontario 
et deux du Québec. I] en sera tout autrement si nous 
commengons & avoir un groupe de chaque province, et 
en théorie nous pourrions en avoir deux ou trois, ce 
qui serait trés dispendieux. Notre exécutif—qui peut 
s’élever & seize—est déja nombreux maintenant. 

Le président: Nous ne sommes pas encore une organi- 
sation nationale. Je suis entiérement d’accord avec 
cette résolution. 

Dr Stalker: Je partage le sentiment du Dr McCoy. 
Si nous devons avoir un comité, opérer sur le plan 
national, et avoir une représentation convenable du 
Québec, il importe que la Fédération Frangaise soit 
représentée au sein de notre groupe. Cela est essentiel. 

Dr Thibault: Peut-étre pouvons-nous régler le problé- 
me d’une autre facon, et faire en sorte que les méde- 
cins de langue francaise qui sont déj&é membres de la 
Section de Pratique Générale puissent représenter 
l’Association des Médecins de Langue Frangaise et 
l’Association des Sociétés Médicales Canadiennes- 
Frangaises. 

Dr Rioux: Nous désirerions avoir un représentant 
parce que nos médecins canadiens-frangais sont lents a 
se rallier 4 la C.M.A. et & la Section de Pratique Gé- 
nérale. Je crois fort opportun que notre représentant de 
l’un et de l’autre groupe fasse partie de la C.M.A. 

Le président: Aussit6t aprés adoption de ce projet 
nous devrions nommer deux d’entre nous pour en discuter 





274 


les détails avec la Fédération des médecins de langue 
frangaise. 

Dr Kelly: Je voudrais rappeller aux membres de cette 
Section qu’ils font partie d’une association nationale 
volontaire et que pour opérer nous avons besoin de voies 
de communication. Quant Aa la question de nommer deux 
membres pour nous représenter a la section de Pratique 
Générale, je crois que nous devrions laisser & nos divisions 
provinciales le soin d’en décider. 

Dr Church: Ce membre devait venir de la Fédération. 

Dr Werthenbach: Faudrait-il que nous changions nos 
Réglements? 

Dr McCoy: Chaque province choisit ses propres mem- 
bres sur ]’exécutif. 

Dr Church: Renvoyons le tout aux divisions. 

Dr Thibault: Conviez nous & la réunion. Nous y ferons 
notre part avee plaisir. Nous ne demandons pas d’étre 
membres de 1’exécutif. 

Dr Church: Qu’il soit résolu que la question de repré- 
sentation A la section nationale de Pratique Générale 
soit laissée aux divisions et que 1’on convie la division 
du Québec 4 nommer un membre venant de la Fédération. 


A moins de procéder de la fagon correcte nous n’aurons - 


jamais une représentation proprement nationale. 

Dr Black: Ce membre sera le membre de langue 
francaise tel que prévu par votre constitution. 

Dr McCoy: Je comprends cela en partie. Je suis 
contre le principe de base nous faisant dicter au Québec 
ou ils devront choisir leur membre. Il ne nous appartient 
pas de spécifier quelle organisation aura cette charge. 

Dr Church: Nous ne dictons vraiment pas & la division 
mais lui demandons seulement de choisir le médecin qui 
appartient au groupe le plus important de nos confréres 
canadiens-frangais. 

Dr McLeod: Le choix doit étre laissé 
des membres du Québec. 

Proposé par le Dr McLeod, secondé par le Dr Church, 
que le choix soit laissé & la Division. Adopté. 


a la diserétion 


CORRESPONDENCE 


Is Alcoholism a Medical Problem? 


To the Editor: 


The introduction of words such as ‘‘drink’’ or 
‘*liquor’’ into a conversation among a group of educated 
men, business or professional would today produce a 
witty remark or a funny story. This is a hangover from 
early in this century when a drunk was an uncommon 
sight and often a comic figure. Now it is not uncommon 
and not funny because it reflects a picture that is grim 
and becoming more and more depressing. It is time that 
everybody, but especially medical men should recognize 
the fact that what was originally a pleasant drink, a 
happy addition to our diet has become the agent most 
destructive of social integrity and the happiness one 
should find in the home. It is difficult to avoid using 
well worn phrases, but this ‘‘toxin’’ is an ever increas- 
ing force that is doing the most awful damage to 
human beings. Looking back to the period after the 
First World War, we remember that legislation like the 
Eighteenth Amendment in the States and the Ontario 
Temperance Act were made law because of heavy pres- 
sure from fanatical prohibitionists, the general idea 
being that this would be a wonderful thing for the 
wonderful new world that was to follow victory. 

Many of us remember the disaster that followed, 
especially in the U.S.A. where the criminal groups be- 
came very highly organized. They had a perfect set-up, 

a large percentage of the best people determined to get 
aioe they wanted very much from people they 
normally avoided as the plague. And so we had the sham- 
bles of prohibition with bootlegging. Perhaps, the most 
serious aspect was the resistance of young people to any 
law that wanted to decide what was good for them to 
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drink. Another factor often quoted was that the condi- 
tions of army service made it all too easy for young 
people to start drinking. I find myself agreeing with this 
opinion after six and a half years of observation (1939 
to 1946) in the R.C.A.M.C. 

This toxic agent affects all social groups without 
discrimination—from the dirty un-shaven drunk who 
beats his wife and appears in police court to the well- 
educated previously successful business or professional 
man who is disabled or disqualified because drinking has 
become not a pleasant habit, but his master. His friends 
are horrified to hear that he has so deteriorated that he 
has had to be put under control by being certified as 
insane or chronic alcoholic. Few of us realize how the 
number of people who use intoxicating beverages has 
multiplied in the last twenty to twenty-five years. I feel 
very strongly that the care of those who began to drink 
twenty to twenty-five years ago and are now casualties 
is our responsibility. It is a varied crop; not a few have 
cirrhosis of the liver; a large number are put in hospital 
over and over again, improved and relieved on each ad- 
mission, but simply without a future. In this cirrhosis 
group we have the occasional, but not so infrequent case 
of massive hemorrhage from the intestinal wall and 
death after two to three weeks of steady drinking with- 
out taking any proper food. 

It is not easy to impress medical men as a group, pos- 
sibly because we have to be careful about hasty opinions 
and decisions, but we can not play ostrich with this situa- 
tion; it is too serious. We should examine it more 
honestly than we have in the past. 

What is our responsibility? It would seem to be two- 
fold: (1) The management of those afflicted with this 
disease, for it is a disease. (2) Doing what we can to 
educate public opinion with special reference to the 
attitude of the younger people. 

1. The treatment picture has to some extent improved 
within the last few years, instead of multiple doses of 
sedatives we can now, in hospital, use intravenous glucose, 
insulin, B-complex routine. This clears up the symptoms 
such as jitters, anorexia and general malaise, so that 
the patient is eating normally inside of forty-eight hours, 
and is anxious to go home. 

Of course, from here on the problem of management 
is still with us and it o here that such friendly aid as 
is given by the A.A.’s quite often helps. Being com- 
mitted to a mental hospital means a definite, if forced 
abstinence and time to think over the situation. Some- 
times the threat of such a treatment has a useful effect. 
We should do our best to remain patient and helpful to 
these people, they need all the support available, moral 
as well as medical. 

Many of them seem hopeless and helpless, but we 
should not desert them, they are sick in body and mind. 

2. Education of the. public.—This we will be reluctant 
to tackle. We are a bit afraid of being labelled holy or 
uplifters, ete. Again we are busy men and unwilling to 
try out new schemes. Our job is our profession, not 
dashing about in new crusades. 

Not long ago at a medical industrial conference in 
a casual conversation, a statement was made that a 
middle aged executive disabled by drink should be 
retired on pension. This statement at first seemed 
realistic, full of common sense, but later, after more 
consideration this realism seems rather appalling from 
one angle—that we quietly accept the fact that a man 
has been made or made himself unable to do his job 
because of an accepted social habit. It can hardly be 
called a step forward in our civilization. Again, there 
are some cobwebs which might be cleared from the 
mind of the public. The present attitude is demon- 
strated by the laws about liquor which allows wines 
or beer to be purchased with little restriction while 
what is called ‘‘hard liquor’’ is. available only at 
government vendors. If one looks at the matter with- 
out blinkers one realizes that the amount of alcohol 
ingested is the important fact. It may take a large 
quantity of beer to render a man intoxicated, but this 
can be done quite simply. As regards the wines, ex- 
perience shows us that a ‘‘wine drunk’? is a very sick 
man and tends to prolong his sprees for many days. 
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Coming to the younger groups they can not be 
frightened by the threat of awful penalties some time 
in the future. Actually, many take a rather good- 
natured attitude: ‘‘what’s the harm in a little drink’’. 

What can be told them in a reasonable way is that 
a fairly large percentage of them will find after a 
few years, that they have acquired a habit and of 
this large percentage, a smaller percentage, perhaps 
a bit unstable will find alcohol a serious problem. It 
might be said to them that their decision to make 
drinking a habit is made passively rather than actively. 
One does feel that one thing that we should try to do 
is to help the younger people to be clear-headed about 
this matter. 

At the risk of being tiresome and repeating one’s 
self too often, I would like to say that it should be 
a matter for serious discussion among medical people, 
and that it is reasonable to think that it should find 
a place in the program of more medical meetings than 
it does at present. 

P. M. MACDONNELL, M.D. 
Kingston, Ontario, 
July 4, 1951. 


Chemical Tests for Intoxication 


To the Editor: 


The proposed amendment of the Criminal Code, by an 
enlightened Federal Administration, to allow evidence of 
chemical tests for intoxication to be used in court, would 
appear to answer Dr. Rabinowitch’s criticisms. 

I would like to deny that I suggested the Medical Legal 
Laboratory of Ontario was incompetent, and having 
trained in Dr. Gettler’s laboratories I wish to emphasize 
that I have nothing but the highest regard for his work 
and massive contribution to the field of toxicology. How- 
ever, a justifiable difference of opinion does exist be- 
tween what I believe is the majority view and Gettler’s 
views on the subject. 

The most important aspect now, is to ensure that 
adequate funds, facilities, and trained personnel with a 
competent supervision, be made available to provide for 
the increased use of chemical tests which is likely to 
result from institution of the amendment. 

The program instituted will be a credit to British 
justice, and of great assistance to all law enforcement 
agencies, and particularly our Federal police, on whom 
the task falls to police the greater part of the rural 
area of our country. It is in these locations where blood 
chemical tests are often the only link with the so-called 
‘‘expert’’. It is his duty to ensure a competent analysis, 
unbiased interpretation and adequate correlation with 
clinical signs, as elaborated by the local Medical Prac- 
titioner. D. K. MERKELEY, M.D. 
Vancouver, B.C., 

July 11, 1951. 





SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 
ARBITRATION OR RESIGNATION 


It is a shocking commentary on the chaotic state of 
the National Health Service that three years after its 
inception general practitioners are still awaiting satis- 
faction from the Government on the so-called ‘‘better- 
ment’’ factor which, on the recommendation of the Spens 
Committee in 1946, was to be added to the remuneration 
of general practitioners so as to bring their incomes 
into line with those obtaining in 1939. It now appears 
as if matters might at last come to a head. Last month 
a special conference of representatives of local medical 
committees of the British Medical Association passed 
unanimously a resolution calling upon the Minister of 
Health to refer the matter to arbitration. Should~a suit- 
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able form of arbitration not be agreed by September 25, 
steps are to be taken for obtaining and placing the 
resignations of all general practitioners in the N.H.S. 
in the hands of executive councils. It is difficult to see 
how such a reasonable request for arbitration can be 
refused, but the present political and financial state of 
the country forbodes ill for the carrying into practice 
any recommendations for meeting the legitimate demands 
of that section of the profession which has suffered most 
at the hands of those at present in control in Whitehall. 


LORD MORAN 


On July 10, at the Royal College of Physicians, Mr. 
Winston Churchill, an honorary fellow of the College, 
presented Lord Moran with the portrait of Lord Moran 
which had been subscribed to by the fellows of the 
College. The portrait, painted by Pietro Annigoni the 
Florentine painter, is, unlike most official portraits, a 
work of art. It has caught all the nerve and energy 
which so characterized one of the outstanding Presidents 
of the College. His nine years of office, 1941-50, were 
among the most critical in the history of the College, 
as it was during this period that the foundation of the 
new national health service were laid down. We of the 
present generation are too near to the period to be able 
to assess its accomplishments objectively, but whatever 
may be the final verdict, it will be freely granted that 
the President of the Royal College of Physicians of 
those days was one of the prime designers of the shape 
of things to come. 


RoyAL COLLEGE OF SURGEONS 


It has just been announced that work is to begin in 
January on the restoration and extension of the Royal 
College of Surgeons. Much careful thought has been 
given to this problem, especially during the presidency 
of Lord Webb-Johnson, since the College was so badly 
damaged by air raids in 1941 and 1943. The full project, 
which will cost mere than a million pounds sterling, will 
double the present size of the College. This will include 
the Nuffield College of Surgical Science which, in addi- 
tion to a research department, will incorporate a_resi- 
dential section for 100 postgraduates, most of them 
from the Commonwealth. The initial stages of reconstruc- 
tion which are to be started in January, will include a 
new museum and great hall. The completion of this 
elaborate programme will go far towards enhancing the 
prestige of London as an international postgraduate 
centre. The news of its initiation has aroused regrets in 
many minds that the plans for an Academy of Medicine 
in Lineoln Inn Fields, which would inelude all three 
Royal Colleges, should have been allowed to fall into 
oblivion. 


INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY 


The outstanding international conference in London 
this summer has been that of the clinical pathologists 
which has just been held under the presidency of Sir 
Lionel Whitby. Over 600 delegates from 33 different 
countries attended. The program was even fuller than 
usual on these occasions, and many delegates found it a 
difficult problem to decide which of two simultaneous 
sessions they would attend. As compensation for this 
intensive work by day, the social side was on a lavish 
scale including receptions by the Government, the Royal 
College of Physicians and the University of London, and 
a dinner by the Royal College of Surgeons. Perhaps the 
most attractive of all the social features was the reception 
which the Goldsmiths’ Company gave in their Hall in 
the City. This, many delegates felt, was the real London, 
and something which no other city could provide. To 
make the success of the congress doubly sure, the weather 
was on its best behaviour—exceptionally so for London. 


ARTIFICIAL INSEMINATION 


An important legal decision affecting artificial in- 
semination has recently been made in the English 
Courts. A wife was granted a decree of nullity on the 
ground of her husband’s incapacity, in spite of the 
fact that during the marriage she had given birth to a 
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child which had been conceived by artificial insemination 
from the husband. The wife had consented to artificial 
insemination because of medical advice that her 
husband’s condition was of psychological origin and that 
it might be overcome if she had a child by this pro- 
cedure. The husband’s condition, however, was not 
affected. In granting the decree of nullity, the judge 
stated that he was satisfied that the wife had consented 
to the artificial insemination only in the hope that it 
would effect a cure and that she had made it perfectly 
clear to her husband that she would not continue to live 
with him unless he_was cured. 


London, August, 1951. WILLIAM A. R. THOMSON 


OBITUARIES 


Dr. William Bailie, aged 66, former chief psychi- 
atrist of Sunnybrook Hospital, died suddenly on June 
15, He suffered a heart attack while visiting Sunny- 
brook and collapsed in a ear while being driven to his 
home by a doctor. For many years he had given un- 
stinted medical service despite a handicap. 

Dr. Baillie retired last July after many years of 
service to veterans of two world wars. The Norwegian 
Government decorated him during the Second World War 
for his service to Norwegian airmen training in Toronto. 

Born in Toronto, Dr. Baillie graduated from the Uni- 
versity of Toronto and interned in Toronto Western 
Hospital. For a time he practiced with the Grand Trunk 
Pacific along the Lake Superior division. He either 
walked from one camp to another or pumped a hand 
car. Frequently his only assistant at an operation was 
the camp cook, serving as anesthetist. Later he was 
attached to the out-patients staff of the Western Hos- 
pital. At the beginning of the First World War, he went 
Overseas as a combat officer with the 5th Battalion. 
Invalided out because of a heart ailment, he returned to 
Canada. 

Dr. Baillie established Canada’s first neurological 
clinic in the old College Hospital on the site of the 
present Eaton’s College St. store. From December, 1918, 
to July, 1950, he served as psychiatrist for veterans at 
Christie St. Hospital and Sunnybrook Hospital. 

Not only did Dr. Baillie pioneer in psychiatry, but he 
was the first to introduce the use of malaria to cure 
syphilis in Canada. Under his direction the first pneumo- 
x-ray examination of the lower spine to be made in 
Canada was carried out. He was a member of a number 
of medical organizations and societies and St. Michael 
and All Angels Anglican Church. 

He leaves his widow and four sisters. 


Dr. Thomas Aimers Bertram died on June 7 at 
Dundas, Ont. Of a quiet and retiring nature, Dr. Bertram, 
who was born in Dundas, and has resided in the town all 
his life, was well known for his many considerate acts 
and his interest in his patients. He graduated from 
Queen’s University in 1886, and shortly after set up 
practice in the town. Always keenly interested in sports, 
Dr. Bertram was known as an outstanding curler and 
runner in his early days. He is survived by his widow. 


Dr. J. F. L. Brown, died at his home in Woodstock, 
N.B. on June 22, at the age of 60, a few hours after a 
cardiac attack. Dr. Brown was born in York County. 
He was a graduate of the Provincial Normal School, and 
graduated from McGill University in Medicine in 1917. 
Dr. Brown was medical officer to the Carleton-York Regi- 
ment, Reserve Army and during the second great war 
served in the R.C.A.M.C., in Canada. For many years he 
represented Woodstock Medical Society on the executive 
of the N.B. Medical Society. A large general practice 
and many interests in army and lodge organizations made 
the doctor a well known figure in the Maritimes. His 
hoe was a centre of hospitality for a host of friends. 


Dr. V. O. Claridge, aged 54, general practitioner in 
Tottenham, Ont. for 28 years, died June 16. Born and 
educated in Grand Valley, near Orangeville, he taught 
public school for a year and then spent a year at Normal 
School in Toronto. Later he enrolled in a medical course 
at University of Toronto and graduated in 1922. 


Dr. Ben Cohen, chief of the department of obstetrics 
and gynecology at Mount Sinai Hospital, died on July 
4, after a brief illness. He was in his 58th year. Dr. 
Cohen had practiced in Toronto since 1920, specializing 
in obstetrics. He was born in New Jersey and was 
brought to Canada at the age of 15. He graduated in 
medicine from the University of Toronto in 1918 and 
went overseas shortly after earning his diploma. Dr. 
Cohen was intensely interested in Mount Sinai Hospital 


, and maintained a professional connection with that hos- 


pital up to the time of his death. Despite his large 
practice, he found time to serve on numerous boards. Dr. 
Cohen leaves his widow and one daughter. 

Dr. Grenville George Kennedy Graham, aged 31, 
Rosetown physician and native of Saskatoon, died sud- 
denly on July 12. Surviving are his widow and two sons. 

Dr. Graham attended Caswell School and later Bedford 
Road Collegiate, where he was senior watch and esta- 
blished a brilliant scholastic record. He was senior stick 
in the college of medicine at the university here, gradu- 
ating in 1944 with his medical degree from the Uni- 
versity of Alberta. He held the rank of captain in the 
Canadian army medical corps until his discharge in 1946. 
Dr. Graham was a town councillor in Rosetown, a member 
of the Masonic Lodge there, deputy district governor- 
elect of the Lions Club and an active member of the 
United Church. 


Dr. Theodore Howell Leggett died on June 7, 1951, 
at Ottawa after a short illness. Born at Exeter on June 
4, 1878, he received his early education at Almonte, 
Ontario, and at Ottawa Lisgar Collegiate. He graduated 
at McGill University and interned at the Royal Victoria 
Hospital Montreal in 1901. 

Dr. Leggett was on the Surgical Staff of the County 
Carleton Protestant Hospital, and later, the Ottawa 
Civic Hospital He was Chairman of the Medical 
Advisory Board of the latter hospital in 1928 and 29. 
Dr. Leggett was Past President of the Ottawa Medico- 
Chirurgical Society, now the Academy of Medicine, 
Ottawa, and was a member of the Board of Trustees 
of the latter Society. 

In 1937, Dr. Leggett was installed as President of the 
Canadian Medical Association and for several years, was 
Chairman of the Executive. At the Annual Dinner of 
the Academy of Medicine, Ottawa, in February, 1951, Dr. 
Leggett received the Academy Citation for fifty years in 
medical practice. He was keenly interested in military 
affairs in his early years, and for a number of years 
was secretary of the Association of Medical Officers of 


the Militia of Canada. During the first World War, he 


was in charge of surgery for the returned men of the 
Ottawa District until 1919. He was Past President of 
the Ottawa Valley Graduates Society of the McGill Uni- 
versity and a counsellor of the Ontario Medical Associa- 
tion District Number 8. He was interested in art, and was 
a Past President of the Art Association of Ottawa, and 
was himself a collector of fine art. 


Dr. Thomas Henry Lennox died on June 21 in 
Montreal He was in his 73rd year. 

Dr. Lennox was known to numerous people through 
his connection as physician and surgeon to industrial 
employees in various parts of the city and also as phy- 
sician to several football and cricket teams. Born at 
Landsboro, Ont., he went to south Saskatchewan at an 
early age, and became a high school teacher. Later he 
was a high school principal for several years. He then 
came to Montreal and entered McGill University where 
he graduated in 1913. 

He started his practice in the east end of the city in 
1916, and for the next 30 years he enlarged his practice 
and his large circle of friends and acquaintances. He 
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was a 32nd Degree Mason, member of the Order of the 
Scottish Rite of Montreal. 

Besides his widow, he is survived by his son, Dr. 
Robert H. Lennox, of Montreal. 


Dr. Fremont Logan, aged 66, a former associate 
professor of chemistry at Queen’s university, died on 
June 30 following a brief illness. A native of Amherst, 
N.S., Dr. Logan was a graduate of Acadia, Yale and 
McGill universities. He joined the staff of Queen’s in 
1925, lecturing in organic and biochemistry until his 
retirement last September. He served with the Canadian 
army in France and Germany for two years during World 
War I. Dr. Logan is survived by his widow, a daughter, 
and a brother. 


Dr. Albert McBurney died on June 14 in New West- 
minster. He was born 67 years ago in Keneer Mills, 
Quebec. Previous to coming to the Fraser Valley he was 
at Alert Bay where he began his medical career as a 
medical missionary with the Columbia Coast Mission. 

Besides being the leading Langley medical practitioner 
for many years, Dr. McBurney was also former chair- 
man of the school board, continuing on the board at 
the time of his death. He was for years chairman of the 
Langley Prairie Athletic Association, a life member of 
the Order of St. John, a past master of Eureka Lodge 


A.F. & A.M., and a-charter member of the BPOE, 
Aldergrove. Besides his widow he is survived by two 
brothers. 


Dr. D. C. Malcolm died at his home on July 1. He 
was born in Saint John, March 8, 1884. He was edu- 
cated in Saint John schools and graduated in medicine 
from McGill in 1906, Internship at Saint John General 
Hospital and was later Superintendent of the same 
hospital. As a young man he served in the army medi- 
sal corps and in the First Great War he served in 
Europe in several medical units. The greater part of 
his service was in the forward areas. He was mentioned 
in dispatches and won the Military Cross. Dr. Maleolm 
served on the surgical staff of the Saint John General 
Hospital from 1918 till 1945, retiring as chief surgeon. 
He was appointed to the commission of the hospital 
in 1948. In medical circles Dr. Malcolm was a past 
president of the Saint John and New Brunswick Medi- 
eal Societies. He was an enthusiastic Mason and was 
for a term the Grand Master of the Masonic Order in 
N.B. Don. Malcolm will be remembered as a great 
open field runner in intercollegiate football while at 
MeGill—a first class baseball player, a keen angler 
and golfer and he shared with other Malcolms many 
curling triumphs. His sound medical judgment made 
him a valued officer in the staff of both the C.N.R. and 
C.P.R. and as medical officer for the United States 
Immigration Department at Saint John. 

Dr. Malcolm is survived by his widow, one daughter 
and one son, Dr. Donald A. C. Maleolm, who is now 
practising in Saint John. 


Dr. Herbert Bayne Moffatt died in Ottawa on June 
10 in Civie Hospital. He was 64 years old. 

Dr. Moffatt had been Attending Surgeon on the 
staff of the Ottawa Civic Hospital since it opened in 
1924. He was Chief Surgeon of the Civie from 1936 to 
1942. During his distinguished career as a practising 
surgeon and executive, Dr. Moffatt was the recipient 
of many honours, both from his associates and from 
medical men the world over. He was a Fellow of the 
Royal College of Surgeons and of the American College 
of Surgeons and past president of the Ottawa Academy 
of Medicine. 

Dr. Moffatt was born May 17, 1887. He was edu- 
cated at Percy Street School and the Ottawa Collegiate 
Institute. After completing his public school education 
he entered the University of Toronto Medical School 
and graduated in 1911. He was a member of the Doric 
Lodge, AF and AM, the Scottish Rite of the Ottawa 
Lodge of Perfection and Murray Sovereign Chapter, 
Rose Croix. He was also a member of the Rotary Club, 
the Laurentian Club and the Ottawa Valley Hunt Club. 





He attended Chalmers United Church, He is survived 
by his widow, one daughter, two sons, and three 
sisters. 


Dr. John Charles Morrison died in Halifax on June 
30. He was 76. Born in Englishtown, Dr. Morrison, a 
Fellow of the American College of Surgeons, was at 
one time a council member of the Canadian Medical 
Association, vice-president of the Nova Scotia Medical 
Society, president of Cape Breton Medical Society, 
member of the Provincial Medical Board, the Halifax 
Medical Society, Nova Scotia Historical Society, In- 
stitute of International Affairs, Canadian Club, North 
British Society and the Masonic Order. 

Beginning as a general practitioner, Dr. Morrison 
served during his life as resident surgeon of the Do- 
minion Coal Company, staff member of St. Joseph’s 
Hospital, Glace Bay; surgeon staff member of New 
Waterford General Hospital; and examiner in surgery 
of fourth and fifth year medical students at Dalhousie 
University. Besides his widow, he is survived by three 
sons, one brother and one sister. 





Dr. John A. Munro of Woodstock, Ont., died on 
June 11 of severe head injuries received when his 
auto rolled over on No. 19 highway, about a mile 
and a half south of here. Police said the car hit a 
telephone pole. A native of Wroxeter and a graduate 
of the University of Toronto, he took postgraduate 
courses at Toronto, Hamilton and Boston. He was 
with the International Nickel Co. at Sudbury for 
eight years as company surgeon. He left there and 
went to Sarnia where he was with the Carruthers 
Clinie as surgeon for two years. He came to Woodstock 
in 1944. 


Dr. Sidney James S. Peirce died on June 15 at 
Brandon where he had been practising pathologist for 
thirty-two years, Born at Southampton, England, he 
came to Canada 66 years ago. He graduated in Arts 
from St. John’s College, Winnipeg in 1898, and in medi- 
cine from the Medical College, University of Manitoba 
in 1904. He then took postgraduate work in pathology 
at the University of Freiburg, Germany in 1911-12, was 
pathologist at the Winnipeg General Hospital and served 
as lieutenant in the R.A.M.C. from 1914-18.-In the latter 
year he joined fhe Bigelow Clinic in Brandon and con- 
tinued this association until his death. 

His interest in insect-borne disease led him to make 
an exhaustive study of mosquitoes, and in micro- 
photography he produced exquisite picture of snowflakes. 
For a time he served as president of the Brandon Parks 
Board. He is survived by his widow, two brothers and 
two sisters. He stood as an example of all that is good in 
scientific medicine. 


Dr. Burton L. Sinclair died on July 3. He was 50. 
Born in Stonewall, Man., he was educated at the 
University of Manitoba where he graduated with a 
Bachelor of Arts. In 1930, he graduated in medicine 
at the University of Toronto and interned at St. 
Mary’s Hospital in Detroit. He was a member of the 
Ontario Medical Association and attended Trinity 
United Church, Newmarket. He leaves his widow, two 
daughters, and a son. 


Dr. Joseph Henry Wesley died on June 30, in New: 
market, Ont. He was 84. Dr. Wesley was the first 
physician to introduce radiology at the York County 
Hospital in Newmarket. He was appointed coroner in 
1894 and was medical officer of health in Newmarket 
for 12 years. He taught in publie school in order to 
put himself through medical college. His friends de- 
scribed him as a horse-and-buggy doctor who kept up 
with modern times. Keenly interested in agriculture, 
he owned two farms in the district. 

Dr. Wesley was born in Whitchurch Township and 
had lived in York County all his life. He retired from 
active practice some years ago. At 74, he was the 
father of twins, a boy and a girl. Besides his widow, 
he leaves a daughter. 
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published in the interest of community medical service 


[This is the first of a series of contributed articles 
which will appear, from time to time, in the columns of 
‘““On Call’’. Representatives of various groups which 
have close relationships with the medical profession have 
been asked to give their opinions, freely and, if necessary, 
critically on how those relationships may be improved. | 


AS OTHERS SEE US 


The Nurses 


Gertrude M. Hall, R.N., 


General Secretary-Treasurer, 
Canadian Nurses’ Association 


The nursing profession has been invited to 
serutinize the medical profession with a critical 
eye. Such an invitation is in direct contravention 
to the traditional attitude of deference and 
loyalty with which nurses regard doctors and it 
was approached with feelings of sheer panic. 

The nursing profession throughout the years 
has dissected, analyzed, assayed, and surveyed 
its own complex and weighty problems, and has 
been so engrossed in these introspective search- 
ings that it has little time, energy or inclination 
to embark on an evaluation of allied professions. 
It appears to us that the doctors are demonstrat- 
ing courage, scientific objectivity, and real pro- 
fessional maturity in inviting other groups to 
make constructive suggestions or criticisms, 
which may help the profession to improve its 
relations with these groups, and its service to 
society. 

The medical and nursing professions are, per- 
haps, more closely related in the common pur- 
pose by which they are motivated than are any 
two other professional groups. The late Profes- 
sor Ira MacKay of McGill University, speaking 
some years ago at a meeting of the Canadian 
Nurses’ Association in Toronto, made some 
significant and far-reaching pronouncements 
about our professions, their nature and their 
needs, and described this kinship in the following 
words: “Two things’, he said, “are necessary in 
the treatment of patients—their cure and their 
eare. The cure of the patients is the task of the 
medical profession and their care the task of the 
nursing profession. The medical profession is 
chiefly interested in the care of the body. The 
oneness of mind and body must always be the 
first axiom in the nursing profession.” 


Enough Rapport? We may well ask at this 
point whether in actual practice there exists 
the close professional rapport and understand- 
ing between doctors on the one hand and nurses 
on the other, which their joint responsibility 
for the cure and care of patients would seem 
to imply. Probably the majority of doctors and 
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nurses to whom this question might be asked 
would have to reply in the negative. The busy 
wards of modern hospitals and the swiftly 
paced tempo of present day medical and nurs- 
ing practice, with the scientific and technical 
development and the high degree of specializa- 
tion, seem to leave little time for deliberation 
between doctors and nurses concerning the cure 
and eare of their patients. 

In the vortex of this feverish activity we 
find the patient, often bewildered and confused 
by the thorough “processing” to which he is 
subjected on the present day hospital “assembly 


line’. He is ministered to or visited by not only 


many nurses but also by his doctor, a number 
of interns, possibly various medical consultants, 
dietitians, physiotherapists, x-ray and labora- 
tory technicians, clergymen, social workers, 
auxiliary workers of various categories, and, 
on oceasion, business office personnel. 

It is somewhat difficult to realize the com- 
plete metamorphosis which has taken place dur- 
ing the past few decades in the cure and care 
of patients. With all the marvellous advances 
of modern medical science, it is perhaps not to 
be wondered at that many patients are heard 
to sigh wistfully for the old time general prac- 
titioner who carried little else except his 
stethoscope, thermometer and prescription pad, 
and for the old fashioned bedside nurse who 
gave such tender, loving care, unhampered by 
the many scientific gadgets which now form a 
network of incoming and outgoing tubes, poles, 
tanks, and levers around the patient’s bed. 


Good Old Days. In the good old days, long 
before early ambulation and antibiotics had 
been heard of, patients were spared the slight- 
est physical or mental exertion, were lifted and 
pillowed, fomented, poulticed, and plastered, 
and apparently enjoyed the feeling of comfort 
and protection thus afforded. Seriously speak- 
ing, however, doctors, nurses, and, indeed, all 
those ministering to this modern patient, have 
a very real mutual problem in somehow attain- 
ing a much greater degree of co-ordination in 
their care of patients. We hear a great deal 
today about team work in that care but it 
would appear that, for the most part, only lip 
service has been paid to this concept. Nurses, 
perhaps more than any other members of the 
team, are in a position to observe the bewilder- 
ment and confusion of patients where there is 
little or no co-ordination in the various aspects 
of care which is being given. 

It would appear to be imperative that all 
members of the team should share in the plan- 
ning of total patient care and that the patient 
himself be included in these plans. A fault 
common to many of those who minister to pa- 
tients seems to be an unawareness of the fact 
that the majority of patients are capable of 
co-operating in an intelligent manner in the 
program which is planned for their cure and 
rehabilitation, provided they are given the 
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necessary orientation and instruction. Doctors 
are, of course, the key persons in such orienta- 
tion and instruction, which must always be 
done by them, or by nurses or other members 
of the team acting under the doctor's orders. 
It would seem, therefore, that the time has 
come when conferences among all those sharing 
in the cure, the care and the rehabilitation of 
the patient, should be planned and earried 
through systematically. This applies not only 
in hospitals but in the broad field of public 
health and home care of the patient. 

Joint Institute. Another way of insuring 
closer co-ordination in total patient care is by 
holding joint institutes or symposiums in which 
the participants represent the fields of medicine, 
nursing, public health and social services, 
nutrition and physiotherapy. A three-day con- 
ference was held recently in one of Canada’s 
leading cities, under the auspices of a provincial 
Nurses’ Association, on the topic “The Total 
Care of the Cardiac Patient”. The interest of 
all the participants in developing the concept 
of total care was very marked. It is further 
suggested that when any of the above- 
mentioned professional groups plan clinical 
demonstrations or symposium. other members 
of the team, if at all possible, should be asked 
to participate. The mutual benefits derived 
thereby would almost certainly result in a 
greatly improved quality of co-ordinated care. 

Another medical problem which is insepa- 
rably related to those already mentioned is the 
prevalent inadequate orientation of interns to 
hospital routines and procedures. All too often, 
a major share of the responsibility for such 
orientation falls upon the already overburdened 
shoulders of the head nurse. 
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Medical Students. Systematic and thorough 
instruction of medical students in routine medi- 
eal and nursing procedures, it would appear, 
should be included in the curriculum and thor- 
oughly mastered before the introduction of the 
intern to the hospital field. In addition, the 
intern, before his entry to the wards, should be 
instructed also in the administrative policies of 
the institution. If the hospital conducts a school 
of nursing, it would appear advisable for the 
interns to have a conference or two with the 
director of nursing and her staff concerning the 
purpose of the school, the nursing curriculum, 
including the clinical programme. 

Public health people have expressed the 
opinion that it would be advisable for all medical 
students to be given a period of observation in 
this field, and that at least one day of this ex- 
perience should be spent accompanying a senior 
public health nurse. This would afford the medi- 
eal student an opportunity to learn the rudi- 
ments of good medical public health practice, the 
duties and responsibilities as well as the prob- 
lems of public health nurses, and an essential 
understanding of the home and community en- 
vironment in relation to the promotion of health, 
and the prevention and cure of disease. Inas- 
much as one of the modern trends in the care of 
the convalescent and chronically ill is the de- 
velopment of home care plans, it is more than 
ever essential that medical students and interns 
should be introduced to this type of program. 

The nursing profession stands ready to co- 
operate in every way with their medical associ- 
ates, and it is earnestly hoped that the sugges- 
tions which we have offered may prove mutually 
helpful in the more effective and complete 
achievement of our common purpose. 





d 
Publié par l’Association médicale canadienne dans l’intérét des 
soins médicaux en commun 





[Voici la premiére d’une série d’articles qui seront 
publiés de temps a autre dans les colonnes de l’Union 
Médicale. Des représentants de divers groupes en rela- 
tion étroite avec la profession médicale, ont été invités 
a exprimer leur opinion franche et méme de critiquer 
sil est nécessaire, et de suggérer comment ces relations 
peuvent étre améliorées.] 


L‘OPINION DES AUTRES A NOTRE SUJET 
Les Gardes-malades 
par Gertrude M. Hall, G.M.G., 


Sécrétaire-Trésoriére Générale de 
l‘Association Canadienne des Gardes-malades 


L’association des gardes-malades a _recu 
Vinvitation d’analyser la profession médicale 


et de la critiquer, Cette invitation évidemment 
s’oppose directement a l’attitude traditionnelle 
de désintéressement et de loyauté que les 
gardes-malades dévouent aux médecins, et une 
telle demande est accueillie non sans une cer- 
taine angoisse. 

Au cours des années, la profession des gardes- 
malades a disséqué, analysé, examiné, et résolu 
beaucoup de ses propres problémes complexes 
et épineux. Ainsi, en poursuivant une solution 
pour ses difficultés, elle a eu trés peu de temps, 
d’énergie ou d’inclination pour se lancer dans 
lévaluation. des autres professions alliées. Il 
nous semble que les médecins démontrent beau- 
coup de courage, d’objectivité scientifique, et 
un vrai sens professionnel en invitant les autres 
groupes & soumettre des suggestions 4 leur 
sujet, ou méme des critiques qui pourront amé- 
liorer les relations entre les divers groupes et, 
conséquemment, le service qu’ils rendent a la 
société. 

Les professions groupant les médecins et les 
gardes-malades sont peut-étre plus étroitement 
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unies par le but qu’elles poursuivent que toutes 
les autres associations professionnelles. Feu le 
Professeur Ira Mackay de l'Université MeGill, 
au cours d'une eauserie prononeée il y a 
quelques années devant l Association Cana- 
dienne des Gardes-malades réunies 4 Toronto, 
énonea des faits significatifs et trés avancés 
concernant nos professions, nos besoins et 
notre caractére. I] déecrivit cette liaison en ces 
termes: “Deux aspects sont nécessaires dans le 
traitement—les soins et la guérison des pa- 
tients. La guérison des patients est le devoir 
des médecins et leurs soins sont celui 
gardes-malades. La profession médicale est sur- 
tout intéressée au traitement du corps, tandis 
que l'union de l’esprit et du corps doit l’axiome 
principal de la profession des gardes-malades.” 

Existe-t-il une relation suffisante? Nous 
pourrions nous demander a ce point si, en 
pratique, il existe une collaboration et entente 
professionnelle étroite entre les médecins et les 
gardes-malades coneernant la_ responsabilité 
conjointe au sujet des exigences de la guérison 
et des soins pour les patients. La majorité des 
médecins et des gardes-malades, 4 qui cette 
question serait posée, répondraient probable- 
ment d'une facon négative. Les salles de nos 
hopitaux modernes et la routine élaborée et 
poussée d'une journée médicale, comprenant les 
soins des malades avec, en plus, le développe- 
ment scientifique et technique et la spécialisa- 
tion avaneée, semblent laisser trés peu de temps 
aux médecins et gardes-malades pour délibé- 
rer au sujet de la guérison et des soins de leurs 
patients. 

Dans cette activité fébrile, nous constatons 
que le patient est souvent confus et étonné par 
cette routine compléte 4 laquelle il est soumis 
dans une journée réguliére d'un grand hopital 
moderne. Il est soigné ou visité non seulement 
par plusieurs gardes-malades, mais aussi par 
son médecin, un groupe d’internes, parfois par 
divers conseillers médicaux, des spécialistes en 
diététique ou en physiothérapie, des techniciens 
préposés au laboratoire ou au Rayon-X, des 
membres du clergé, des représentants des serv- 
ices sociaux, des auxiliaires de toutes sortes, 
et souvent aussi par des associés en affaires. 

I] est difficile en quelque sorte de réaliser la 
métamorphose compléte qui a eu lieu depuis 
dizaines d’années concernant la guérison et les 
soins des patients. Avee tous les développe- 
ments avancés de la science médicale moderne, 
il est & se demander parfois en regardant les 
patients si ceux-ci ne regrettent pas le médecin 
général d’autrefois qui soignait sans apporter 
d'autres instruments que son stéthosecope, son 
thermométre et son livret de prescriptions, et 
lancienne garde-malade qui veillait prés du lit 
en prodiguant des soins dévoués et désinté- 
ressés sans étre encombrée par tous les acces- 
soires scientifiques qui forment maintenant 
comme un écran de tubes qui vont et viennent 
ou par des dispositifs de toutes sortes qui 
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entourent le lit des malades. 

Le Bon Vieux Temps. Anciennement, avant 
méme que l'on parlat de déambulation ou 
d’antibiotiques, les patients etaient exemptés 
de faire le moindre effort physique ou mental. 
Ils ne se levaient jamais sans recevoir de 
Vaide et semblaient apprécier la sensation de 
confort et de protection quils recevaient. 
Cependant en y pensant bien, les médecins, les 
gardes-malades et tous ceux et celles qui ont 
une fonction dans l’administration moderne des 
soins aux malades, possédent un probléme com- 
mun si l’on considére la coordination concern- 
ant les soins 4 donner aux patients. De nos 
jours, l’on parle beaucoup de travail d’équipe 
dans ce domaine, mais il semble que le seul 
effort accompli n’est venu que des lévres seule- 
ment. Les gardes-malades peut-étre plus que 
les autres membres de léquipe sont dans une 
position pour mieux observer le trouble et la 
confusion des patients lorsque peu ou aucune 
coordination n’existe entre les divers soins qui 
leur sont prodigués. 

Il semble quwil serait nécessaire que tous les 
membres de l’équipe s’entendent sur le pro- 
gramme et la facon de procéder pour les soins 
d'un patient, et ce dernier devrait lui-méme 
contribuer a ce plan. Trop souvent parfois, les 
personnes désignées aux soins des malades 
semblent oublier que la majorité des patients 
sont ecapables de coopérer d'une facon intel- 
ligente dans un programme destiné a leur ap- 
porter la guérison et la réhabilitation, a la 
condition évidemment qu'il leur soit donné une 
certaine orientation et des renseignements ap- 
propriés. Les médecins ont le plus grand role 
a jouer dans cette orientation du patient, et 
celle-ci ne devrait étre accomplie que par eux 
ou par des gardes-malades sous leurs ordres. 
C’est done le temps de tenir des conférences et 
des cercles d'études pour tous ceux et celles qui 
partagent les soins et la guérison d’un patient, 
et ces études devraient s’organiser et se 
maintenir systématiquement. Ce principe s’ap- 
plique non seulement dans les hépitaux mais 
aussi dans le champ étendu de la santé publique 
et du soin des patients 4 la maison. 

Institut conjoint. Un autre moyen d’assurer 
une coordination plus étroite dans le soin total 
du patient est de tenir des assemblées conjointes 
ou symposiums ot les participants repré- 
senteraient chaque domaine de la médecine y 
compris les gardes-malades, ceux et celles qui 
s‘occupent de santé publique, de diététique et 
de physiothérapie. 

Une convention de trois jours a eu lieu ré- 
cemment dans une ville importante du Canada 
sous les auspices d'une Association Provinciale 
de Gardes-malades, et le sujet principal com- 
portait une étude intitulée “Les soins complets 
envers le patient atteint d'une maladie 
cardiaque”. L’intérét manifesté par toutes les 
personnes présentes 4 ces études fut marqué 
par une meilleur compréhension du eas étudié. 
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Lors de réunions de l'un ou lautre des groupes 
professionnels mentionnés ci-dessus pour des 
eercles d’étude ou des symposiums, il serait dé- 
sirable que d'autres membres de l’équipe mé- 
dicale soient invités 4 participer 4 ces confé- 
rences. Les avantages mutuels qui en résulter- 


aient alors serviraient certainement a4 con- 
tribuer en vue de donner de meilleurs soins qui 
seraient en méme temps mieux coordonnés. 

Un autre probléme médical qui s'apparente a 
ceux qui sont déja mentionnés, est orientation 
inadéquate qui est donnée aux internes con- 
cernant la routine et la maniére de procéder 
dans les hépitaux. Trop souvent la plus grande 
part de cette responsabilité retombe sur les 
épaules déja surchargées de la garde-malade en 
chef, 

Etudiants en médecine. Un cours complet 
pour les étudiants en médecine devrait com- 
prendre la routine médicale dans les hépitaux 
et les soins aux patients. Ces renseignements 
devraient étre trés bien compris par les 
étudiants avant leur admission pour un stage 
dinternat. De plus, Tinterne avant de com- 
meneer ses visites dans les salles, doit connaitre 
les réglements de linstitution ot il exerce sa 
profession. Sil s’'agit d’un hépital ot se donne 
un cours de garde-malade, il serait recom- 
mandable que les internes recoivent une 
causerie ou deux par lune des directrices afin 
qu ‘ils connaissent le but de l’école, le program- 
me d’études des gardes-malades et le pro- 
gramme a suivre en clinique. 

Des personnes qui s’occupent de problémes 
concernant la santé publique ont déja exprimé 
Vopinion qu'il servait avantageux si tous les 
étudiants en médecine recevaient quelques 
notions 4 ce sujet, et quils pourraient méme 
passer une journée pour accompagner et 
observer une garde-malade d’expérience dans 
ce domaine. Ainsi ]’étudiant en médecine aurait 
loeeasion d’apprendre les principes de la santé 
publique, les devoirs, les responsabilités et les 
problémes qui sont inhérent a cette branche de 
la médecine. Cette étude servirait aussi 4 aider 
le futur médecin 4 mieux comprendre les dif- 
fieultés qui existent dans certains foyers et 
dans certains milieux en regard de la santé, de 
la prévention et de la guérison des maladies. 
Comme il existe aussi une tendance moderne a 
passer le temps de la convalescence et des 
maladies chroniques 4 la maison par l’établis- 
sement de plans spéciaux, il est de plus en plus 
essentiel que les internes et les étudiants con- 
naissent les soins exigés par ces programmes. 

La profession des gardes-malades est préte 
a coopérer par tous les moyens a sa disposition 
avee ses collégues de la profession médicale. 
Nous espérons done sincérement que les sug- 
gestions que nous avons émises s’avéreront 
mutuellement utiles en vue de mieux atteindre 
le but que nous poursuivons. . 
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News of the Medical Services 
Canadian Armed Forces 


Promotion in rank for the Medical Director Gen- 
eral, R.C.N. and four other Naval Medical Officers was 
announced July 1, 1951. The promotions were: to 
Surgeon Commodore, A. MeCallum, O.B.E., V.R.D., 
C.D., R.C.N.; to Surgeon Commander, F. W. Rogers, 
R.C.N. and E. F. Crutchlow, O.B.E., R.C.N.(R.); to 
Acting Surgeon Commander, C. M. Harlow, R.C.N.(R.) 
and J. Saint Martin, R.C.N.(R.). 


The Royal Canadian Army Medical Corps has nearly 
one-fifth of its total number of Medical Officers on 
duty in Korea and Japan. The 25th Canadian Field 
Ambulance commanded by Lieut-Col. B. L. P. Brosseau, 
M.C., has been in Korea since early in May, 1951, and 
has been busily engaged in the evacuation of casualties 
from the 25th Canadian Infantry Brigade. The 25th 
Canadian Field Surgical Team and the 25th Canadian 
Field Transfusion Team arrived in Korea in May, 1951, 
and have been attached to a U.S.A. Mobile Advanced 
Surgical Hospital in support of the Canadian Brigade. 
The 25th Canadian Field Dressing Station, commanded 
by Major W. R. Dalziel, M.C., has proceeded to Korea 
where it has joined The Commonwealth Division in the 
field. The Canadian Section, British Commonwealth 
Hospital, commanded by Lieut.-Col. J. Ek. Andrew, 
E.D., is attached to the British Commonwealth Oc- 
cupational Force Hospital located in Kure, Japan. This 
section takes care of the Canadian casualties evacuated 
to Japan from Korea. In addition to the medical units 
mentioned above there are the regimental medical 
establishments of the 2nd Battalions R.C.R., P.P.C.L.L., 
and R.22R. and the 2nd Regiment R.C.H.A. located in 
Korea, and of the Reinforcement Group located in 
Japan. 

The total commitment of Royal Canadian Afmy 
Medical Corps personnel in the Far East includes 25 
medical officers, 5 non-medical officers, 8 nursing 
sisters and 340 other ranks. 


Lieut.-Col. H. M. Stephen, R.C.A.M.C., who recently 
received his diploma in publie health from the School 
of Hygiene, University of Toronto, has been posted to 
Ottawa, Ontario, as Assistant Medical Director in 
charge of Preventive Medicine in the Directorate of 
Medical Services (Army). He replaced Major M. Fitch, 
R.C.A.M.C., who has been posted to Headquarters, 
Western Command. - 


Lieut.-Col. R. J. Nodwell, C.D., R.C.A.M.C., formerly 
Area Medical Officer, British Columbia Area, recently 
assumed the duties of Canadian Army Medical Liaison 
Officer, Washington, D.C., replacing Lieut.-Col. P. A. 
Costin, R.C.A.M.C., who has been posted to Kingston 
Military Hospital. 


Alberta 


Dr. S. J. Warshawski has returned to Edmonton fol- 
lowing Specialty training in Ear, Nose and Throat in 
Toronto and has taken up offices in the Tegler Building. 
Dr. Warshawski is a graduate of the University of 
Alberta and served in Northwest Europe with the 
R.C.A.M.C, 


Following a year in Radiology at the Memorial Hos- 
pital in New York, Dr. Rupert Clare -has returned to 
Edmonton and joined the Staff of the General Hospital 
as head of the Department of Radiology. During the war 
Dr. Clare served with the R.C.A.F. 


Dr. Kenneth Harrison, a Fellow of the Royal College, 
returned to Edmonton and is associated with Dr. Roy 
Anderson in general surgery. Dr. Harrison is a graduate 
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of the U. of A. and following service with the R.C.A.M.C. 
he did postgraduate work in Lamont and the University 
of Toronto. 


Dr. Douglas Waugh has accepted a position with the 
Department of Pathology at McGill University. We 
regret his loss to the U. of A. 


Dr. Leonard Loveseth announces that he is confining 
his practice in the City of Edmonton to Anesthesiology. 
Dr. Loveseth is a U. of A. graduate and following 
service with the R.C.A.M.C., discharged as a Major in 
1947, he took training in his Specialty at the University 
of Illinois for two and a half years, later becoming an 
Associate Professor at St. Luke’s Hospital in Chicago. 


W. CARLETON WHITESIDE 


British Columbia 


British Columbia had as visitors recently, Sir Earl 
Page, a member of the Coalition Government of 
Australia, and Mr. T. Cox, representing the Insuring 
Agencies who underwrite medical benefits in that 
country. Sir Earl Page and Mr. Cox were the guests 
of the College of Physicians and Surgeons of B.C. at a 
dinner held at the Capilano Golf Club, and gave a most 
interesting and enlightening account of their plans for 
the future of voluntary health insurance in the Com- 
monwealth. 

Sir Earl is greatly in favour of voluntary instead 
of compulsory health insurance, but feels that to make 
a voluntary scheme efficient, it must be made attractive 
enough to enlist at least 80% or more of the popula- 
tion. The Government, he explained, will assume a 
percentage, roughly 30 to 35% of the cost, and the 
insuring agencies, benefit societies, ete. will assume 
60% roughly. This means that the doctor will get 
about 90% of his usual fees, and he will get it in 
eash. The patient will pay the bill himself, and then 
collect or he will authorize in writing the payment of 
the account. The Government will have no part in 
the administration of the scheme. 

Drugs of life-saving nature and other drugs accord- 
ing to schedule, will be included in the benefits. 

These gentlemen are visiting many points in Can- 
ada and the United States in the course of their trip. 


Dr. C. H. Gundry, a well-known Vancouver psychi- 


atrist, who is director of the Division of Mental 
Hygiene of the Metropolitan Health Committee, will 
leave early in September to spend three months in 
Thailand. He will be representing the World Health 
Organization, the Health Branch of the U.N. He will 
make a survey of public health organizations with 
special reference to mental hygiene, 

There have been very few cases of polio so far in 
British Columbia this year—a rather surprising fact 
in view of the long hot dry summer. Vancouver and 
its surrounding areas have so far had some _ twelve 
cases none of them, we understand, of any marked 
degree of severity. 


The British Columbia Hospital Insurance plan is at 
present undergoing very close scrutiny. A special com- 
mittee was appointed by the Legislature at the end of 
the last session, and is touring the country, holding 
meetings at all points where hospitals are situated, 
and hearing evidence from all interested parties. 

This Committee is headed by Mr. Sydney L. Smith, 
M.L.A., and includes several M.L.A.’s and others. The 
newspaper reports show the keenest interest taken by 
those connected with hospital administration, While 
the B.C.H.I.S. Commissioner, Mr. Detwiler, assures a 
meeting that the problem is ‘‘licked’’, the evidence of 
hospital administrators, doctors and others points 
clearly to the fact that the problem doesn’t know it. 

The facts brought out in these meetings deal spe- 
cially with certain points. First, the hospitals are hav- 
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ing an extremely hard time getting their bills paid as 
rendered. Secondly, acute cases who have been in 
hospital, have been declared chronic by the B.C.H.LS., 
in Victoria, sometimes without any notice to the hos- 
pital, the patient or the patient’s family and the 
hospital has been faced with the duty of collecting 
sometimes large accounts which the patient had sup- 
posed were covered. Delays in correspondence are 
sometimes, they feel, excessive. 

Co-insurance has definitely cut down the use of 
hospital beds, but is sometimes very difficult to collect. 

Budgets, the committee was told, are frequently 
cut without prompt notification. A complaint made by 
many hospital people was that they are constantly 
asked to reduce their staffs below a point of safety. 

The great variation between the amounts allowed 
to various hospitals is also a sore point with many. 
They feel that the big hospitals can get what they 
want, while the smaller ones have to take what they 
can get. 

Nobody wants to see hospital insurance done away 
with—but there is a general feeling that more equit- 
able ways of financing must be found and there seems 
to be no doubt either, that in the country areas, in 
the farming and mining areas a large proportion of 
the population is escaping payment of hospital dues 
and it is not easy to see how this can be remedied. 
The B.C.H.LS. is doing all it can to collect, and to 
spread its money as evenly as possible. Probably, out 
of this committee’s work, a series of recommendations 
will come which will do a great deal of good. 

J. H. MacDERMOT 


Manitoba 

The survey of the National Multiple Sclerosis Society 
has shown that the incidence of the disease in Winnipeg 
as compared with New Orleans is in the ratio of 4 to 1, 
but that the life expectancy is the same. The survey is 
being carried out with the assistance of the Preventive 
Medicine services of the Provincial Department of Health 
and Public Welfare. 


Dr. Cecil Harris who was so successful in setting up 
the blood bank services for Manitoba Red Cross has re- 
turned to Montreal and has been succeeded by Dr. George 
A. Large. 


On the occasion of his sixtieth birthday and his re- 
tirement from the medical teaching staff of the Uni- 
versity of Manitoba, Dr. John C. Hossack was feted by 
his associates at St. Boniface Hospital. Dr. and Mrs. 
Tony Gowron were the host and hostess at the happy 
party where Dr. Hossack was presented with an engraved 
parchment scroll and a dictaphone recording machine. 

Dr. F. G. Stuart, has returned from a happy and 
interesting year abroad in London and Paris. He ob- 
tained the diploma in Medical Radiotherapy granted by 
the Royal College of Physicians, London. 

Dr. Glen A. Lillington has joined the staff of Bran- 
don Sanatorium following a distinguished record of 
scholarship as an undergraduate. On graduation in May 
he won the University Gold Medal in Medicine, the Mani- 
toba Medical Association Gold medal, the Chown Prize 
in Medicine, and was a candidate for a Rhodes 
scholarship. 


Dr. Corbett, formerly of Crystal City and Ninette 
Sanatorium, is now practicing at Devil’s Lake, North 
Dakota. 


Dr. ©. C. Hsu, a graduate of Peiping Union Medical 
College is now a member of the staff of Brandon Sana- 
torium. 


The executive committee of the Manitoba Medical 
Association entertained at a luncheon in Lower Fort 
Garry on August 3, Sir Earle Page, the distinguished 
Minister of Health of Australia. Ross MITCHELL 
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Nova Scotia 


Perhaps it is the training engendered by participa- 
tion in numerous health insurance schemes, the re- 
current threats of government medical control, some 
insidious climatic change, or the proddings and 
needlings of a persistent, high-pressure insurance 
agent. Whatever the cause, one of the strongest re- 
maining citadels of individualism in a socialistic world, 
the Medical Society of Nova Scotia, has banded to- 
gether in sufficient strength to be accepted by a large 
life insurance company in a group insurance scheme. 
Members thus have acquired low cost, examination-free 
insurance, while simultaneously stamping more deeply 
into the earth the rugged solitary spirit of our fore- 
fathers, and making firmer the basis of an ultimate, 
complete socialist state. 





Dr. J. Earle Hiltz, superintendent of the Nova 
Scotia Sanatorium is to undertake a_ tuberculosis 
survey of the Eskimo population of Labrador, in- 
stigated by the Department of Indian Medical Services 
of the Newfoundland Government. Dr. Hiltz’s head- 
quarters will be S.S. Christmas Seal, mobile, floating 
x-ray unit of Newfoundland. 





First president of the newly formed Canadian 
Psychiatric Association is Dr. R. O. Jones of Halifax. 
Dr. Clyde Marshall, Halifax, is Director for Nova 
Scotia. 





Yachts of the Royal Nova Scotia Yacht Squadron, 
in their annual week of racing at Bedford, competed 
for the Doctors’ Trophy, contributed by members of 
the Halifax Medical Society. 





To Dr. Martin Hoffman, of Dalhousie, goes a grant 
of $2,500 from the Nova Scotia Division of the Cana- 
dian Cancer Society, a part of the residue of the 
estate of the late Robert MacIntosh, of Westville, 
left to the Society for use in research. 





Dr. Roger W. Reed, Dalhousie and provincial gov- 
ernment bacteriologist has received a federal health 
grant of $1,225 to evaluate the use of the slide culture 
technique in the diagnosis of tuberculosis. 





Dr. John Boudreau (Dal. ’51), has opened an office 
for the practice of medicine in Halifax. 





Changes in Department of Health administration and 
personnel have been announced by the Hon. Harold 
Connolly, Minister of Health and Welfare. Formerly one 
division, Cape Breton Island has been divided into (a) 
North, consisting of Victoria county, northern Inverness, 
Cape Breton county north of Sydney Harbour and East 
Bay, and the City of Sydney (b) South, including the 
rest of the island. Divisional medical health officer for 
the North is Dr. D. G. MeCurdy, Sydney; for the South, 
Dr. N. F. MacNeil, Glace Bay. At the Victoria General 
Hospital, Dr. M. R. MacDonald, Sydney Mines, former 
health officer for Cape Breton Island, has been appointed 
Assistant superintendent, and Dr. Gwendolyn Matthews, 
Halifax, Registrar. Dr. G. G. Simms, Pictou, formerly in 
charge of the Northumberland Health Division has been 
transferred to Halifax and Dr. J. J. Stanton, Mulgrave, 
has been appointed to head this division. 





Listing the Medical Society of Nova Scotia, along 
with the Halifax Press Club as its founders, the Nova 
Scotia Opera Association gave a beautifully finished and 
mature presentation of its fourth production, Puccini’s 
Madame Butterfly. 


ARTHUR L.~*MURPHY 





Ontario 


The 11th Dr. F. R. Eccles Memorial Medical Alumni 
Lectureship will be held in the University of Western 
Ontario October 3 and 4, 1951. This Lectureship was 
originally instituted through the support of the medical 
alumni for the benefit of the medical profession in 
Western Ontario, and is now supported by a gift from 
the will of the late F. R. Eccles, Professor of Gynecology 
in the University from 1888-1913. 

The guest lecturer will be Dr. Frederick A. Coller, 
Professor of Surgery, University of Michigan, and the 
two days will be taken up by selected papers on medical 
and surgical subjects. 





Premier Frost has named the board of trustees which 
will guide the planning, building and eventual operation 
of Ontario’s Institute of Radiotherapy. The institute 
will be situated adjacent to Wellesley Hospital. The 
board of trustees will be representative of the Ontario 
Cancer Treatment and Research Foundation, the Uni- 
versity of Toronto, the Toronto General Hospital, Toronto 
Western Hospital and St. Michael’s Hosnital. The mem- 
bers are Arthur R. Ford, London, and Dr. W. G. Cosbie, 
Toronto, nominees of the Ontario Cancer Foundation; 
Dr. Sydney Smith and W. Eric Phillips, University of 
Toronto; George McCullagh and J. D. S. Tory, Toronto 
General Hospital; E. C. Seythes, Toronto Western Hos- 
pital; and Harry T. Roesler, St. Michael’s Hospital. 

Norman C. Urquhart, chairman of the board of trustees 
of the Toronto General Hospital will also be chairman 
of the institute’s governing board. 

The institute will have association with local clinics 
established by the cancer foundation in conjunction with 
hospitals at Windsor, Kingston, the Lakehead, London, 
Hamilton and Ottawa. 





The sudden death of a patient following a minimum 
dose of penicillin has been brought to the attention of 
the College of Physicians and Surgeons of Ontario by Dr. 
Smirlie Lawson, supervising coroner of Ontario, The 
death was apparently caused by acute edema Of the. 
larynx. Dr. Lawson has asked that the profession be 
advised, and suggests that in all cases of suspected al- 
lergy, a skin test be employed before injecting the 
medicinal dose. It is also suggested that there be at hand 
injectable adrenalin and anti-histaminies, and that a 
prompt tracheotomy be considered. 





Dr. Otto G. Edholm, Professor of Physiology, Uni- 
versity of Western Ontario, has resigned to become 
director of the new Institute of Applied Physiology at 
Mill Hill, England. He was educated at King’s College, 
London, and was appointed Professor of Physiology at 
Western in 1943. Recently he studied applied physiology 
under sub-Arctie conditions at Fort Churchill, Manitoba. 





The shortage of beds in Ontario public hospitals and 
sanatoria in 1947 was estimated at 15,000. It will soon 
be reduced to less than 6,500. There was a shortage of 
400 beds in tuberculosis sanatoria in 1947, but this is 
now almost wiped out. 





Niagara-on-the-Lake has a new Cottage Hospital. It 
is a colonial style brick building, shaped like a T, hous- 
ing 27 beds, with a modern operating room, a maternity 
wing and an 11-bed nursery. The cost was $6,700 a bed, 
a low figure. The hospital is a tribute to the late Dr. 
J. F. Rigg who opened the first Cottage Hospital in 
1920 in a big, old house. Dr. Rigg died ten years ago but 
his sons, Dr. Bruce Rigg and Dr. Jackson Rigg, carry on 
his work. His widow led the recent campaign for the new 
hospital and is now the only women representative on 
the 12 member board. 





Dr. G. W. J. Fiddes, assistant secretary of the Ontario 
Medical Association, has resigned to take a post with 
the Department of Indian Affairs at Miller Bay, B.C. 
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The Physiological Society of the University of Toronto 
had the following papers presented at meetings: 
Justaglomerular Apparatus, by Mrs. Phyllis Merritt 
Hartroft of the Banting and Best Department of Medi- 
cal Research; Compensatory Changes in the Rat follow- 
ing Depletion of Electrolytes by Intraperitoneal Dialysis, 
by Dr. Robert Semple, Department of Physiology, 
Columbia University, New York; Gonad-Liver Relation- 
ships, by Dr. S. J. Glass, Cedars of Lebanon Hospital, 
Los Angeles; Calcification of Matrices in Bones and 
Teeth by Professor J. T. Irving, Department of Physi- 
ology, University of Cape Town, South Africa; Intra- 
vascular Agglutination of Erythrocytes and Stasis, by 
Dr. James A. Key of Department of Surgery, King’s 
College, Neweastle-on-Tyne, England. Dr. C. H. Best 
gave a talk, illustrated by coloured photographs, on his 
recent trip to South America. LILLIAN A, CHASE 


The Canadian Federation of University Women have 
granted a professional scholarship of $1,000 to Dr. 
Mary Mitham, M.D., C.M., Montreal, a 1950 graduate of 
McGill. After spending a year as an intern in the Mon- 
treal General Hospital, she will use her scholarship to 
attend the courses offered by the British Postgraduate 
Medical Federation under the auspices of the University 
of London. 


Quebec 


One of the latest country hospital projects in the 
Province is well described in a booklet termed, ‘‘ Health 
at the Crossroads’’. This concerns the building of a hos- 
pital at Wakefield, Que., on the Gatineau River. It is to 
be known as the Gatineau Memorial Hospital and will 
truly be placed at the crossroads of a busy and growing 
community. It will be a cottage hospital of 22 beds and 
6 bassinettes, with all the equipment required for general 
medical, surgical and obstetrical work. An objective of 
$75,000 is aimed at. A suitable property, comprising two 
acres, with buildings has been obtained, at the junction 
of the Peche and Gatineau Rivers. 


The Montreal Neurological Institute is carrying out 


research into the early diagnosis and treatment of 
multiple sclerosis announced the minister of National 
Health and Welfare. 

The research, expected to take two years to complete, 
is being directed by Dr. Roy L. Swank, assistant neuro- 
pathologist of the Neurological Institute and assistant 
professor of experimental neurology at McGill University. 
He is being assisted by Miss Aagot Grimsgaard. Clinical 
observations will be made at the Neurological Institute 
and at the out-patient clinic of the Royal Victoria Hos- 
pital. The Federal grant for the current fiscal year is 
$6,000. 


Les autorités universitaires annoncent la _ récente 
nomination du docteur Adelard Groulx, directeur du 
Service de Santé de la Ville de Montréal, au poste de 
Vice-doyen de 1’Ecole d’Hygiéne de 1’Université de 
Montréal. Le docteur Groulx est aussi professeur et Chef 
du Département d’Administration de la Santé publique et 
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de Médecine sociale 4 I’Ecole d’Hygiéne. 


The Royal Victoria Hospital Campaign Fund has very 
successfully completed its campaign launched on June 1. 
The objective aimed at was $7,000,000, and the total 
obtained was $8,076,489. , 

The Fund will serve to meet the minimum needs of the 
hospital, namely; the erection of a new $4,000,000 nine- 
storey building to be the centre of surgical, laboratory 
and x-ray departments; the modernization and expansion 
of the outpatient department; modernization of the ad- 
ministration building; reorganization of the wards so 
as to provide 277 more semi-private and public ward 
beds; building of a new 50 bed psychiatric wing for the 
Allan Memorial Institute. 

The grants from government sources totalled 
$2,400,000, made up of a grant from the Province of 
Quebec of $1,600,000 and a grant from the City of 
Montreal of $800,000. 
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General 


The Sir Charles Hastings Clinical Prize Essay com- 
petition, established by the British Medical Associa- 
tion, offers a prize of a certificate and 50 guineas for 
the best essay submitted by a doctor in general prac- 
tice. In addition, the Charles Oliver Hawthorne clini- 
cal prize, with a certificate and a slightly less sum of 
money is awarded for the second best essay submitted. 
Any member of the British Medical Association en- 
gaged in general practice is eligible to compete for 
these prizes. Address inquiries to the Secretary, British 
Medical Association House, Tavistock Square, London, 
W.C.1. 


The University of Ottawa Faculty of Medicine, 


Ottawa, Ont., has been approved by the Council on 


Medical Education and Hospitals of the American Medi- 
cal Association. The action, was based on a joint survey 
carried out with the Association of American Medical 
Colleges. 

The medical school was established in 1945 with 
courses extending over six years. The first year is devoted 
to. premedical studies and the last to a required intern- 
ship. In accordance with long-standing policy, a survey 
is not made until after instruction has been instituted 
in all years of the medical course. The first class was 
graduated in May 1951. 

This brings the total Canadian approvals to 10 medi- 
cal schools and one school of basic medical sciences. 


On July 14, 1951, the College of Physicians awarded 
the Alvarenga Prize for 1951 to George W. Thorn, M.D., 
Hersey Professor of the Theory and Practice of Physic, 
Harvard University Medical School, for his outstanding 
contributions to our knowledge of the réle of the adrenal 
cortex in health and disease. The Alvarenga Prize was 
established by the Will of Pedro Francisco DaCosta 
Alvarenga of Lisbon, Portugal, an Associate Fellow of 
the College of Physicians of Philadelphia, to be awarded 
annually by the College of Physicians on the anniversary 
of the death of the Testator, July 14, 1883. 


Thirteen scientists in nine medical schools of Canada- 
dian universities will receive approximately $53,500 in 
Life Insurance Medical Fellowships. The 1951-52 awards 
bring to nearly $110,000 the amount of money given by 
the life insurance companies operating in Canada since 
the fellowship fund was organized in 1949. This is in 
addition to the funds granted to support medical research 
in fields such as poliomyelitis. The resources of the fund 
are devoted entirely to assisting Canadian medical 
schools to retain in their services the best research 
workers. The recipients and the amounts of the 1951-52 
fellowships are as follows: Dr. N. K. MacLennan, $3,500, 
Dalhousie University; Dr. Fernand Martel, $4,600, and 
Dr. Mercedes Therien, $3,000, Laval University; Dr. 
J. B. Armstrong, $5,000, University of Manitoba; Dr. 
E. A. 8S. Reid, $4,500, and Dr. J. F. Hopkirk, $3,500, 
McGill University; Dr. L. L. Coutu, $3,000, University of 
Montreal; Dr. J. Lowenthal, $4,400, University of 
Saskatchewan; Dr. K. W. G. Brown, $4,000, and Dr. J. 
M. Parker, $5,000, University of Toronto; Dr. K. K. 
Carroll, $4,500, and Dr. G. W. Manning, $5,000, Uni- 
versity of Western Ontario; Dr. H. G. Kelly, $3,500, 
Queen’s University. 

Of the 13 fellowships, eight are renewals from 1950-51 
and the remainder are established for the first time this 
year. All fellowships come into effect on July 1. 


Continued financial support for a number of public 
health research projects will be forthcoming from the 
life insurance companies operating in Canada. On the 
recommendation of its standing committee on public 
health, the Association has undertaken to provide the 
money for the following projects: $12,500 for a continu- 
ation of a pilot study on poliomyelitis to the Toronto 
Hospital for Sick Children and the Connaught Medical 
Research Laboratories; $25,300 for a continuation of a 
pilot study on the processes of ageing to the Department 
of Medicine and to the Banting and Best Department 
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of Medical Research at the University of Toronto, and 
to the Department of Pathology at McGill University 
and the Hospital for Sick Children, Toronto; $3,500 for 
a study of iron metabolism at McGill University; $4,800 
for a study of thyroid hormone at Hamilton College; 
$5,300 for a study concerning the influence of the vagus 
nerve in the causation of coronary artery disease at 
McGill University; $3,000 for a study concerning the 
fundamental problems of the solubility of fat in the 
blood at the Montreal Neurological Institute. 

The amount of the grants, aggregating more than 
$54,000, brings to nearly $1,000,000 the total given by 
life insurance companies in Canada to public health pro- 
jects since the Association’s public health fund was 
organized a quarter of a century ago. These grants are 
in addition to the Life Insurance Medical Fellowships 
awarded annually through the same’ committee by the 
life insurance companies in Canada. 





At the annual business meeting of the Canadian 
Rheumatism Association in June, the following executive 
was elected for the 1951-52 term. Past President, Dr. 
Henry P. Wright, Montreal; President, Dr. Arthur W. 
Bagnall, Vancouver; Ist Vice-President, Dr. Dean Robin- 
son, Banff, Alta.; 2nd Vice-President, Dr. Henry Moyse, 
Summerside, P.E.I.; Secretary-Treasurer, Dr. Donald 
C. Graham, Toronto 5. 





Application for 1952 grants in aid of research on 
cardiovascular problems will be received by the Life 
Insurance Medical Research Fund up to November 15, 
1951. Support is available for physiological, biochemical, 
and other basic research which bears on cardiovascular 
problems, as well as for clinical investigation in this 
field. Preference is given to fundamental research. It is 
expected that about $600,000 will be awarded in these 
grants. 

Applications for postdoctoral fellowships for training 
in research in 1952-53 will also be received by this Fund 
up to November 1, 1951. A doctor’s degree (M.D. or 
Ph.D.), or the equivalent is required. The annual 
stipend varies, as a rule being between $3,000 and 
$4,000, with larger amounts in special cases. Approxi- 
mately 15 new postdoctoral fellowships will be available. 
New grants and fellowships will become available on 
July 1, 1952. 

A number of predoctoral fellowships for basic train- 
ing in research will also be awarded. Details are avail- 
able on request. Further information and application 
blanks may be secured from the Scientific Director, Life 
Insurance Medical Research Fund, 2 East 103d Street, 
New York 29, New York. 





Un enseignement post-universitaire de la pédiatrie 
pour le médecin praticien sera donné & 1’H6pital Sainte- 
Justine, Montreal, du 24 au 28 septembre prochain. 
Cet enseignement, d’une durée d’une semaine, aura lieu 
le matin, de 9 heures & midi, 4 1l’amphithéatre des 
Cliniques. Il est spécialement destiné aux médecins de 
pratique générale, désireux d’étre mis au courant des 
derniers procédés de diagnostic et de traitement ap- 
plicables, en clientéle, chez les enfants. 

Chaque conférence, d’environ 45 minutes, sera suivie 
de présentation de malades ou de démonstrations prati- 
ques, d’une égale durée, soit au dispensaire, soit dans 
les salles ou au laboratoire. Afin de permettre aux 
médecins d’examiner individuellement les malades et de 
s’entrainer aux examens complémentaires (otoscopie, 
ophtalmoscopie, interprétations de radiographies, analyses 
de laboratoire), ainsi qu’aux techniques thérapeutiques 
(lavage d’estomac, gavage, goutte & goutte intraveineux, 
oxygénothérapie, transfusion), le nombre des inscrip- 
tions est limité. 

Ceux qui désirent suivre cet enseignement sont priés 
d’en informer, dés maintenant, le docteur Paul Letondal, 
secrétaire du comité des cours de perfectionnement & 
1’H6pital Sainte-Justine. Droit & verser: cing dollars. 
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Les auditeurs recevront avant chaque lecon un plan 


détaillé de la conférence et un certificat sera décerné 
aux médecins réguliérement inscrits. 
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Forthcoming Meetings 


CANADA 


College of Physicians and Surgeons of Saskatche- 
wan, 44th Annual Meeting, Grant Hall Hotel, Moose 
Jaw, September 17 to 20, 1951. 

Ontario Public Health Association, 2nd Annual 
Meeting, Royal York Hotel, Toronto, October 1-2, 1951. 

Saskatchewan Hospital Association, Hotel Sask- 
atchewan, Regina, Sask., October 11-12, 1951. 

British Columbia Hospitals’ Association, Hotel Van- 
couver, Vancouver, B.C., October 16 to 19, 1951. 

Associated Hospitals of Manitoba, Winnipeg, Mani- 
toba, October 24 to 26, 1951. 

Ontario Hospital Association, Royal York Hotel, 
Toronto, Ontario, October 29 to 31, 1951. 


UNITED STATES 


Second International Gerontological Congress, Hotel 
Jefferson, St. Louis, Missouri, September 9 to 14, 1951. 

Sixteenth Annual Assembly of the United States 
Chapter of the International College of Surgeons, The 
Palmer House, Chicago, Ill., September 10 to 13, 1951. 

American Hospital Association, St. Louis, Missouri, 
September 17 to 20, 1951. 

American Public Health Association, 79th Annual 
Meeting, Civic Auditorium, San Francisco, California, 
October 29 to November 2, 1951. 

American Society of Plastic and Reconstructive 
Surgery, Annual Meeting, Colorado Springs, Col., 
October 31 to November 2, 1951. 

The American College of Surgeons, 37th Clinical 
Congress, Civic Auditorium, San Francisco, Calif., 
November 5 to 9, 1951. 

Pan-Pacific Surgical Association, Fifth Congress, 
Honolulu, Hawaii, November 7 to 19, 1951. 

The Radiological Society of North America, 37th 
Annual Meeting, Palmer House, Chicago, Ill., December 
2 to 7, 1951. 


OTHER COUNTRIES 


The World Medical Association, 5th General As- 
sembly, Stockholm, Sweden, September 15 to 20, 1951. 
(September 21—Meeting of the Medical Editors of the 
world, sponsored by the W.H.O.). 

International Congress of Anzsthesiology, Nursing 
School of the Salpiéttre, Paris, France, September 20 
to 22, 1951. 

International Association of Allergists, 
Switzerland, September 23 to 29, 1951. 

European Congress on Rheumatism, Barcelona, 
Spain, September 24 to 27, 1951. 

International Society of Surgery (Societe Interna- 
tionale de Chirurgie), 14th Congress, Paris, France, 
September 24 to 29, 1951. 

European Society of Hematology, Third Congress, 
under patronage of the Hematological Society of Italy 
(Dr. M. Torrioli, Via Genova 24), Rome, October 3 to 
6, 1951. 

International Congress on Mental Health, Mexico 
City, Mexico, December 11 to 19, 1951. 


Fourth Pan-American Congress of Ophthalmology, 
Mexico City, Mexico, January 6 to 12, 1952. 
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Dietary Treatment of Hypertension. II. Sodium Deple- 
tion as Related to the Therapeutic Effect. Dole, V. 
P. et al.: J. Clin. Investigation, 30: 584, 1951. 

Based on previous studies that reduction of hyper- 
tension may be caused by restriction of dietary sodium 
the authors subjected three orthotensive and five hyper- 
tensive patients to variations of sodium chloride and 
water intake for 5 to 7 months. The resultant changes 
in the body-sodium content were measured by isotope 
dilution, other examinations were daily blood pressure 


readings, daily weighing, semi-monthly standard chest’ 


x-rays for cardiac size; monthly basal metabolic rate 
measurements and electrocardiographie tracings. Urine 
was collected in toto each day for analysis of sodium, 
potassium, and chloride concentrations. 

While the daily intake of sodium was 180 mEq./day 
the average blood pressure of all hypertensive patients 
remained elevated, 233/131 mm. Hg. systolic, while that 
of the normal controls remained unchanged. There were 
no changes in the size of the cardiac shadow. When the 
daily intake of sodium was reduced to 7 mEq./day (con- 
tent of the standard hospital diet) three patients became 
normotensive and there was a significant reduction in the 
remaining two patients. All patients including the con- 
trol group, lost weight, rapidly at first and later more 
slowly. This loss of weight was not due to an adaption 
of the basal metabolic rate as it remained within normal 
limits (+10) in all eight patients. The basic diet was 
deficient in protein and was supplemented by the pa- 
tients. The serum sodium was not notably affected by 
the changes in dietary sodium. Urinary excretion of 
sodium and chlorides decreased slowly following the 
sudden decrease in ingested sodium chloride taking at 
least a week to become stabilized. The urine content of 
potassium was greater during the rapid weight loss 
period. 

It is assumed that the sodium was lost from the 
extracellular fluid, yet the body-loss of water was not in 
proportion. The surplus extracellular water moved into 
the intracellular reservoir and caused a 5% increase in 
cellular hydration. J. A. STEWART DORRANCE 


Effects of Adrenocorticotropic Hormone and Cortisone 
in Patients with Tuberculosis. LeMaistre, et al.: 
J. Clin. Investigation, 30; 445, 1951. 


The authors observed that the administration of 
adrenocorticotropic hormone and cortisone to patients 
suffering from various diseases caused a defervescence 
in temperature, decrease in edema and inflammation, 
changes in antibody production, and an alteration in the 
degree of hypersensitivity to bacterial products. Seven 
patients with far-advanced pulmonary tuberculosis were 
selected for the study. Tubercle bacilli isolated from the 
sputum of four of the patients were highly resistent to 
streptomycin in vitro, and remained so throughout the 
study. Four patients received adrenocorticotropic hor- 
mone, 100 mgm., intramuscularly four times a day for 
10 days, and three received cortisone in the same dose 
schedule. 

Five patients, in 6 to 8 hours after the initial dose 
of either hormone, showed a marked amelioration of 
all signs and symptoms, following the discontinuing of 
hormone administration there quickly reverted to their 
previous state of illness. With defervescence there was a 
feeling of increased strength, and a desire for physical 
activity; appetite increased and was associated with an 
increased intake of calories and proteins. Dyspnea and 
cough no longer caused discomfort, although the volume 
of sputum brought up did not alter. Serial roentgeno- 
grams showed consistent changes in five patients. The 
lung lesions showed better delineation and became more 
translucent. Serum gamma globulin, markedly el¢vated in 
seven patients; was decreased toward normal during the 
10 day hormone therapy period. Repeated skin hyper- 
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sensitivity observations were made, in three patients 
there was a reversal of cutaneous hypersensitivity, 4.e., 
from positive to negative. 

The abrupt disappearance of the manifestations of 
tuberculosis induced by adrenocorticotropic hormone and 
cortisone is of interest in regard to the toxicity caused 
by the infection as an interaction of sensitized tissue and 
the absorbed toxins of tubercle bacilli, and further study 
is needed regarding these temporary alterations in a 
chronic infection. J. A. STEWART DORRANCE 


Experimental Evaluation of Intestinal Antiseptics 
When Used for Protection from Fecal Contamina- 
tion During Colon Resection. Edmison, J. M. et al.: 
Surg., Gynec. & Obst., 92: 641, 1951. 


Good surgical technique prevents peritonitis follow- 
ing elective operations on the colon. Leakage and spillage 
of the contents of the colon cause peritonitis and this 
study was undertaken to show that the risk of infection 
might be decreased by adequate preoperative oral ad- 
ministration of antibacterial antibiotics. Laparotomies 
were done on adult dogs, following three day oral admin- 
istration of various antibiotics, to remove a 3 inch seg- 
ment of the colon followed by an end-to-end anastomosis 
and closure of the abdominal wall with a drain. A con- 
trol group of animals (16) had no peritoneal contamina- 
tion. In the remaining animals (12 groups) 2.0 ml. of 
feces was removed from the resected portion of the 
colon, of this 1.0 ml. was mixed with 2.0 ml. saline and 
sprayed throughout the peritoneal cavity; the remaining 
1.0 ml. was examined bacteriologically. The following 
antibiotics and chemotherapeutic agents were given in 
dosages similar to adults: sulfasuxidine, streptomycin, 
dihydrostreptomycin, polymixin-E, penicillin, aureomycin, 
chloromycetin with penicillin, terramycin, chloromycetin, 
penicillin with polymixin-E. In the last three groups 
there was a survival rate of 100% for 30 days, and with 
sulfasuxidine the survival rate was 92% for thirty days. 

In all groups there was a reduction of the bacterial 
counts of the stools, particularly EZ. coli and enterococcus. 
The most important factor in colon resection is the strict 
avoidance of fecal contamination. 

J. A. STEWART DORRANCE 


An Evaluation of Aureomycin Therapy in Peritonitis. 
Wright, L. T., Schrieber, H., Metzger, W. I. and 
Parker, J. W.: Surg., Gynec. & Obst., 92: 661, 1951. 


A chain reaction of circulatory disturbances, electro- 
lyte imbalance, paralytic ileus, and toxemia is caused by 
the invasion and uncontrolled growth of bacteria within 
the peritoneal cavity. Delay in surgical intervention in- 
variably leads to a terminal peritonitis. Chemothera- 
peutic agents have been superseded by antibiotics and 
there has been a steady decrease in death from peritonitis. 
Penicillin and streptomycin have failed to prevent bac- 
terial deaths following successful surgery. Aureomycin 
has been selected for investigation in the hope of effi- 
ciently reducing this mortality rate. It was used as the 
sole antibiotic in 235 cases of peritonitis of all types. 

All cases were managed as follows: preoperatively, 
intravenous fluids are given to correct dehydration and/o1 
any electrolyte imbalance, and gastric suction is started. 
When peritonitis is diagnosed before operation aureomy- 
cin therapy is instituted, 500 mgm. intravenously. Post- 
operatively, gastrointestinal decompression is maintained 
as long as necessary, fluid volume is kept at normal by 
intravenous glucose or saline or blood transfusions with 
vitamin therapy, with early ambulation. Immediately 
postoperatively aureomycin intravenously 500 mgm. twice 
a day is continued until the clinical condition has im- 
proved so that fluids and the drugs may be taken by 
mouth, 500 mgm., twice a day or 250 mgm. every 6 hours, 
Since the introduction of buffered aureomycin hydro- 
chloride there has been a marked decrease in chemical 
phlebitis, following the intravenous administration. 

In children under twelve years of age peritonitis, 
secondary to appendiceal perforation is very quickly 
controlled with aureomycin, no deaths have occurred, 
previously there was a high mortality rate. Dosage was 
300 to 500 mgm., depending on the age and weight of 
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the child, twice a day and intravenously. Mixed bacterial 
flora usually found in peritonitis due to perforated 
gastro-duodenal ulcer are also sensitive to aureomycin. 
From this study it may be concluded that buffered 
aureomycin hydrochloride is the antibiotic of choice in 


the therapy of peritonitis. J. A. STEWART DORRANCE 

The Intestinal Absorption of Oral Antibiotics in Trau- 
matic Shock, An Experimental Study. Altemeier, W. 
A., Culbertson, W. R. and Coith, R. L.: Surg., Gynec. 
§ Obst., 92; 707, 1951. 


The authors felt that if shock could cause such mani- 
fest changes in circulation, a similar change might be 
caused in absorption from the gastrointestinal tract and 
affect antibiotic absorption; hence 22 dogs were sub- 
jected to trauma, under anesthesia, after they had served 
as controls, for the oral absorption of antibiotics. Fol- 
lowing the ingestion of penicillin (10 dogs), aureomycin 
(10 dogs), and chloromycetin (2 dogs), blood samples 
were taken at intervals of % to 6 hours for determina- 
tion of the antibiotic content. The blood pressure was 
maintained at 80 to 90 mm. Hg. until it fell shortly 
before death. 

The studies indicate that progressive severe traumatic 
shock does not prevent the absorption of. oral-admin- 
istered antibiotics, from the gastrointestinal tract. Maxi- 
mum blood levels of the antibiotics are delayed by % 
to 3 hours and are somewhat lower than in normal dogs. 
However, the maximum levels of the antibiotics tend 
to remain somewhat longer than in the normal dogs, in 
some cases persisting 3 to 6 hours longer in the shocked 
dogs. Plasma-like edema fluid obtained from the trauma- 
tized hind limbs showed 0.024 unit penicillin per ml., 
and 0.006 to 0.024 microgram of aureomycin per ml. 

These studies show that in cases of major catastrophe 
—bombing, ete.,—medical personnel and supplies for 
perenteral injections of antibiotics would not be abso- 
lutely necessary, as lay personnel could administer them 
orally. J. A. STEWART DORRANCE 


Blood-Group Factors and Physiological Icterus. Wexler, 
I. B. and Weiner, A. 8.: Brit. M. J., 1: 1228, 1951. 
Physiological jaundice is due to functional im- 

maturity of the liver at birth. Twenty-one new-born 

full-term infants selectéd at random were studied as 
follows: cord-blood for typing, and blood from the 
mothers were taken for comparison of A-B-O groups 
and M-N and Rh and Hr types; every day thereafter 
blood was taken from both infants and mothers for 
icterus indices, hemoglobin estimations and red cell 
counts. All mothers who were found to be Rh-negative 
were tested serologically for Rh antibodies. In the group 
where the infants’ and mothers’ bloods were compatible 
the average icterus index was 10.8 units and in the in- 
compatible blood types the average icterus index was 

9.2 units. The icterus index of infants rose immediately 

after birth to a maximum in the compatible group of 

36.8 units and 30.9 units in the incompatible group. The 

high icterus index of cord serum and the rise in the neo- 

natal period are not due to incompatibility involving the 

A-B-O groups and Rh types. Previous studies have shown 

that the rise in the icterus index was not due to hemo- 

lysis. - 

Auto-antibodies derived from the maternal circulation 
causing Rh-sensitization are of the cold variety, the 
cooling of the newborn infant’s skin at the time of 
birth precipitates clumping of the coated red cells and 
acts as a trigger mechanism in the resulting physiological 
jaundice. J. A. STEWART DORRANCE 


Asphyxia Neonatorum Treated by Electrical Stimulation 
of the Phrenic Nerve. Cross, K. W. and Roberts, P. 
W.: Brit. M. J., 1; 1043, 1951. 


The authors reintroduced the practice originated in 
1783 by Hufeland of artificial stimulation of the phrenic 
nerve through the intact skin of the neck. The active 
electrode is a silver-plated probe covered with lint soaked 
in saline placed in contact with an area of 8 x 6 mm. 
on the baby’s neck, above Erb’s space. The infant is 
held supine on a _ rectangular indifferent ~electrode 








14 x 5 em. covered by lint soaked in saline, the head is 
turned to the opposite side and the phrenic nerve is then 
just behind the sternocleidomastoid muscle at the june- 
tion of the lower and middle thirds. Muscle other than 
the ipsilateral leak of the diaphragm are stimulated, 
also the epigastrium is seen to bulge forward. Adults 
require a peak current of 3 to 5 mA to provide adequate 
ventilations whereas newborn infants require up to 100 
mA. peak for 0.25 millisecond pulse. 

The total number of cases treated was 29 of which 
25 recovered. It was found that the more severely anoxic 
infants required a strong stimulus to evoke a maximum 
response of nerve and muscle. Follow-up examinations 
have revealed no adverse effects due to phrenie nerve 
stimulation or any other abnormalities which may result 
from the survival of a severely cyanosed child. By stimu- 
lation of the accessory muscles the colour of the infant 
is improved and air entry may be heard by stethoscope 
on the same side of the hemithorax, however, visible 
movement of the epigastrium was never observed. The 
effects of phrenic nerve stimulation in the newborn 
differ from those in the adult because inhibition of 
spontaneous respiration does not occur. 

J. A. STEWART DORRANCE 


The Reduction of Surgical Hemorrhage. Shackleton, R. 
P. W.: Brit. M. J., 1: 1054, 1951. 


Recent investigation has shown that hypotension (60 
mm. Hg.) during a surgical operation will ensure ade- 
quate oxygenation with vasodilatation. The author uses 
hexamethonium bromide, 50 mgm. initially for an adult. 
If the blood pressure rises to 75 to 80 mm. Hg. half 
the initial dose is repeated, and again as necessary. 
The site of operation should be superior to the pelvis 
and legs as hypotension depends on posture and pooling 
of blood in dilated vessels. The most satisfactory results 
have been on the head, neck, and thorax. The lhthotomy 
position for repair of the pelvic floor is no contraindica- 
tion for hypotensive procedures. Patients with a mild 
hypertension of 180/100 mm. Hg. are very satisfactory, 
the initial dose may produce hypotension lasting 40 
minutes, although care must be observed at the beginning 
to prevent too rapid a fall in blood pressure. After in- 
duction of anesthesia and positioning the patient the 
hexamethonium iodide -is injected intravenously, and 
when the systolic blood pressure is 70 mm. Hg. or below, 
and not higher than 80 mm. Hg., the surgeon may com- 
mence. The objective is to keep the blood pressure at the 
level of 60 to 70 mm. Hg., if it falls below 50 mm. Hg. 
it may be corrected by reducing the foot-down tilt, or 
10 mgm. methedrine may be given intravenously. In 
operations involving the lithotomy position care must 
be used for a postoperative hypotension as blood flows 
to the legs, if this occurs adopt a head-down position 
immediately. Postoperatively maintain the blood pres- 
sure at 100 to 110 mm. Hg. with foot-blocks under the 
bed. Blood pressure is stabilized in 24 to 36 hours. No 
ill-effeets—renal or cerebral—have been observed from 
prolonged periods of hypotension lasting 2% hours at 
60 mm. Hg. Complete surgical success, with lack of 
postoperative hemorrhage, has been recorded in well 
over 75% of 250 eases. J. A. STEWART DORRANCE 


Sequele of Radical Gastric Resections. Brain, R. H. 
F. and Stammers, F. A. R.: Lancet, 1; 1137, 1951. 


During a 3% year period 40 total or near total 
gastrectomies were studied postoperatively. It is well 
known that after a routine partial gastrectomy for simple 
ulcer excessive secretion of fat similar to steatorrhea 
and loss of weight approaching cachexia frequently 
occur. Vagotomy does not cause this and patients gain 
as much as fifteen pounds, whereas post-gastrectomy pa- 
tients do well to gain 2 pounds. Gastric resection causes 
a state of ‘katabolism’ leading to stabilization of meta- 
bolism at a body-weight much below preoperative normal 
level. The food intake was larger after subtotal than 
after total gastrectomy. But 12.5% of patients ‘ate 
more food than they had ever eaten in their lives’, by 
taking many small feedings. In 50% of the cases there 
was a feeling of fullness after meals, causing a limited 
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food intake (dumping syndrome). (sophageal-intestinal 
anastomosis permitted intestinal-juice regurgitation and 
was responsible for dysphagia in a few cases, and the 
Roux Y anastomosis was found to be the most satis- 
factory. Steatorrhea occurred in all cases given diets 
containing 50 gm. of fat for 6 days. The defective fat- 
absorption was most marked following total gastrectomy 
for carcinoma, this has persisted to a gradually decreas- 
ing degree. If the fat content of the diet is doubled the 
fat absorption is doubled, if the fat is given in small 
hourly ‘fractional’ feedings the percentage of fat ab- 
sorbed is increased. This causes a weight-gain and im- 
proved nutritional status. Further studies showed that 
the poor absorption of fat was due to the ‘dumping 
syndrome’. 

Vitamin B deficiency signs became apparant 6 to 10 


lays postoperatively and responded to vitamin B complex. : 


therapy, in later studies, vitamin B loading was insti- 
tuted preoperatively with good results. At present the 
regimen postoperatively is a high-calorie diet with fat 
to 100 to 120 gm. per day, divided into many small — 
The patient should avoid drinking water with meals, 

eating sugar, protein hydrolysates or substances which 
cause an elevated intrajejunal osmotie pressure, which 


leads to fluid withdrawal into the bow] resulting in the 
‘dumping syndrome’. J. 


A. STEWART DORRANCE 


Permeability of the Blood-Brain Barrier to Penicillin 
in Case of Parenchymatous Neurosyphilis. Smith, 
R. H. F.: J. Ment. Sc., 407; 340, 1951. 


The author observes that since the introduction of 
penicillin into therapeutics the important question of the 
penetration of the blood-brain barrier by the antibiotic 
in infections of the nervous system has cropped up. He 
studied this problem in the case of 16 patients with 
parenchymatous neurosyphilis. Penicillin was admin- 
istered intramuscularly and observations made on the 
penicillin content of the blood and cerebrospinal fluid 
after small and large doses. It was found that when 
small doses were given detectable amounts of penicillin 
appeared in the blood serum but no penicillin entered 
the cerebrospinal fluid. On the other hand, when large 
doses were given, large amounts of penicillin could be 
detected in the blood serum and penicillin then entered 
the cerebrospinal fluid. 

From his findings, the author suggests a scheme of 
dosage _for the treatment of parenchymatous neuro- 
syphilis as follows: 1st day, 20,000 3-hourly for 8 doses; 
2nd day, 50,000 3-hourly for 8 doses; 3rd day, 100,000 
3-hourly for 8 doses; 4th to 10th day, 500,000 4-hourly 
for 42 doses. 

The assumption is made that it is reasonable to infer 
that penicillin which has penetrated into the cerebro- 
spinal fluid has also penetrated the blood-brain barrier. 
He observed that clinically and serologically the patient 
treated with the large doses of penicillin showed remark- 
able improvement. From the total of 20 patients treated 
during the past 2 years with the above schedule, 
Herxheimer reactions have not occurred and there have 
been no signs of any meningeal irritation or convulsions. 

F. W. HANLEY 


Intravenous of Salt-poor Human Albumin, Effects in 
Thirty-four Patients with Decompensated Hepatic 
Cirrhosis. Post, J., Jerome, V. R. and Seymour M. 
S.: Arch. Int. Med., 87: 775, 1951. 


These cases were critically ill with cirrhosis of the 
liver, showing hypoalbuminemia and ascites. The objec- 
tive was to maintain a normal serum albumin concentra- 
tion for extended periods and observe the effect. Ap- 
parently the treatment was beneficial in a fair per- 
centage. Every angle of metabolism was tested before 
this treatment was begun including the known tests of 
liver function, and bed rest was continued until clinical 
improvement occurred unless the patient’s condition was 
worsening, when the albumin was begun earlier than the 
two months of observation planned. Some were comatose 
at the time that administration of albumin was started. 

Thirty-two of the 34 were alcoholics, with signs sug- 
gesting Laennec’s cirrhosis. Histological proof by needle 
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biopsy was obtained in 32. Dosage 100 c¢.c. of a 25% 
solution of salt-poor albumin was given the first day— 
slowly, over 45 minutes—following this the same dose 
was given twice daily until a level of 4.0 to 5.0 gm. was 
achieved and maintained. The diet, meanwhile was low in 
fat, high in carbohydrate, low in protein. The results: 
diuresis with clearing of ascites and edema occurred in 
21 patients. There was a wide variation in the time be- 
tween the beginning of this intravenous treatment and 
the production of diuresis -(24 hours to nine weeks). 
Sometimes a ‘‘course’’ of this treatment was interrupted 
by a hematemesis which proved fatal. 

This treatment has lifted patients out of a comatose 
condition which existed on admission after a prolonged 
drinking bout and apparently prevented a fatal outcome. 
Following this treatment there is a rise in level of the 
ascitic fluid albumin as well as the serum albumin. Since 
coma is the gravest clinical event in liver disease the fact 
that nine out of 16 such cases were improved and that 
four have maintained their improvement, is encouraging, 
since these cases present a very stiff problem. The cause 
of coma is not known but coma seems to represent the 
effects of the profound metabolic disturbances derange- 
ments found in hepatic insufficiency. P. M. MACDONNELL 


Vitamin D Intoxication. Chaplin, H., Jr., Clark, L. D. 
and Ropes, M. W.: Am. J. M. Sc., 221: 369, 1951. 


Because vitamin D has been used in massive dosage 
in a variety of clinical conditions, notably rheumatoid 
arthritis, and because there are well-recognized toxic 
effects sometimes encountered, these authors review the 
subject of its harmful effects and add eight cases of 
their own to a hundred others they found in the literature. 

The exact incidence of toxicity is not known nor is 
there any certainty as to what constitutes the toxic dos- 
age. There would appear to be a wide variation in the 
amount required to produce harmful effects, instances 
of 50,000 units daily over a few weeks having caused 
toxic symptoms while other patients have tolerated many 
times that amount over long periods without ill effects. 
Incidentally, the authors list the proprietary names and 
the makers’ names of some thirty-two vitamin D prepara- 
tions currently on the market in which the recommended 
dosage is 50,000 units; many of the best-known drug 
houses are included in the list. 

The lesions caused are demineralization of bone, calci- 
fication of various soft tissues and, in advanced cases, 
marked renal damage. The symptoms are weakness, 
weight loss, anemia, gastrointestinal symptoms, pares- 
thesias and mental. changes. A band-like deposit of 
calcium may appear extending across the cornea. There 
may be albuminuria and an active urinary sediment and 
the blood calcium and phosphorus are elevated with 
slightly increased alkaline phosphatase and, ultimately, 
nitrogen retention. The only condition with which con- 
fusion in diagnosis is likely to occur is hyperparathyroid- 
ism and there the phosphorus is either down or too 
markedly elevated and the alkaline phosphatase is con- 
siderably raised. 

Care during the use of large doses of vitamin D 
should be exercised and physicians should be on the 
watch for the appearance of the features of its intoxi- 
cation in patients who are prone to long-continued self- 
administration of vitamin preparations. The treatment 
consists in stopping the vitamin and in restricting 
calcium in the diet and forcing fluids. These people 
should be kept from long exposure to the sunshine. 
Stilbestrol has been given in the hope of its increasing 
deposit of calcium in the bone. G. A. CoPPING 


Mitral Stenosis Without Clinically Demonstrable Left 
Auricular Enlargement. Pariser, 8., Zuckner, J., 
Taylor, H. K. and Messinger, W. Je: "Am. J. M. Se., 
221: 431, 1951. 


Enlargement of the left auricle causing backward dis- 
placement of the barium-filled esophagus, as seen in the 
right anterior oblique position by x-ray, is of consider- 
able importance in the diagnosis of mitral stenosis. That 
the disease may be present without giving rise to this 
x-ray finding is discussed by these authors. 
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In reviewing the pertinent anatomy of the subject 
it is pointed out that the esophagus is usually pressed 
upon by the enlarging left auricle because of its posi- 
tion directly behind and slightly to the right of that 
structure. If adhesion to the aorta is followed by elon- 
gation of that structure or if there are other mediastinal 
adhesions with traction, the esophagus may be pulled 
out of the line of backward extension of the auricle and 
the usual displacement will not follow. At times the en- 
larged auricular profile alone may be seen or enlarge- 
ment may appear beyond the pulmonary artery along 
the left mid-cardiac border. Occasionally the tracheal 
angle may be widened and the left bronchus compressed. 

Of thirty cases shown at post-mortem to have mitral 
stenosis in whom x-ray studies during life had been care- 
fully carried out, six failed to give x-ray evidence of 
auricular enlargement, although study of the hearts 
post-mortem showed five to have dilated left auricles, one 
showing no enlargement. Of thirty patients with clinically 
indubitable mitral stenosis, seven failed to show enlarge- 
ment of the left auricle by the usual technique of back- 
ward curvature of the barium-filled esophagus. Of the 
seven, five showed straight or convex left mid-zone 
cardiac borders; there appears to have been co-existent 
aortic disease in the remaining two in whom the outline 
was concave. 

The authors conclude that the belief that enlarge- 
ment of the left auricle occurs in all well-established 
eases of mitral stenosis is not justified; they indicate 
that when it is present it cannot always be demonstrated 
by fluoroscopic examination of the esophagus. 

G. A. COPPING 


Surgery 


Progressive Constrictive Occlusion of the Abdominal 
Aorta with Wiring and Electrothermic Coagulation. 
Blakemore, A. H.: Ann. Surg., 133: 447, 1951. 
The theory and practice involved in the inactivation 

of aneurysms by coagulation is presented. Fine silver 

wire is introduced into the aneurysm, heated in a con- 

trolled manner by a 100 volt direct current to 80° C. 

for .10 seconds so that blood proteins are coagulated and 

deposited on the wire. This has been used for saccular 
aneurysms for many years. Recently arteriosclerotic 
aneurysm of the abdominal aorta has become more fre- 
quent and important. They are painless till rupture is 
imminent and do not cause erosion of the vertebre be- 
cause the aorta is angulated forward and to one side and 
is fusiform. It has been found that disaster is impend- 
ing after the sudden appearance of deep seated ab- 
dominal pain, low back pain radiating to the loin, groin, 
hips or legs, no matter how fleeting. Secondary saccula- 
tions are frequent in arteriosclerotic aneurysms. This type 
of aneurysm is more dangerous than the syphilitic 

aneurysm and is subjected to the ‘‘see-saw’’ strain of a 

greatly exaggerated pulse pressure. 

Previous efforts to constrict the aorta above an 
aneurysm had often failed because of necrosis beneath 
the band and fatal hemorrhage. But the observed fibro- 
blastic reaction to polythene with dicetyl phosphate pro- 
vided a new chance with this method. Slingshot rubber 
bands over polythene proved adequate to protect against 
hemorrhage at the band site. Using this band the aorta 
becomes progressively occluded. Occlusion of the aorta 
above an arteriosclerotic aneurysm may be done in con- 
junction with wiring and electrothermic coagulation for 
its cure in one stage. BURNS PLEWES 


Biologic Principles in the Healing of Fractures and 
their Bearing on Treatment. Phemister, D. B.: Ann. 
Surg., 133: 433, 1951. 


Early healing of fractures is favoured by early good 
reduction, the maintenance of alignment and contact, and 
early restoration of supportive function to the bone. 
Adjacent mesenchymal tissues may form bone, but this 
is ordinarily not significant. The various available 
methods of closed and open reduction have their place, 
including early bone grafting. 

Non-union of fractures is caused by insufficient im- 
mobilization, displacement of fragments, distraction, 








rigid fixation with fragment ends too widely separated, 
massive necrosis of fragment ends, interposition of soft 
parts, infection, and rarely no good explanation has been 
found. The treatment of non-union is generally operative. 
Intramedullary cancellous and onlay grafts are described. 
Arthrodesis of stiff, painful joints may be accomplished 
by inlay grafts. Necrotic bone such as the dead femoral 
head may be made to regenerate by drilling and bone 
grafting. BURNS PLEWES 


The Hepatic, Cystic and Retroduodenal Arteries and 
Their Relations to the Biliary Ducts. Michels, N. A.: 
Ann. Surg., 133: 504, 1951. 


The blood supply of the upper abdominal organs is 
poorly described in standard textbooks. ‘‘ Variations are 
constant.’’ Less than half of the subjects conform to 
main features of aortic and celiae origin of main 
arteries. Cholecystectomy has been described by Flint as 
the most difficult of any abdominal surgery, and by 
Lahey as a dangerous operation. A study based on dis- 
sections of 200 subjects is the basis for a carefully- 
illustrated paper. Variations in the left gastric and 
hepatie arteries, the cystic arteries, the cystic and com- 
mon hepatic ducts, the retroduodenal artery and other 
structures in this region are described. 

Operations to remove the stomach may result in liver 
necrosis when the left hepatic artery arises from the 
left gastric (11.5%). The cystic artery is double in 25%. 
The retroduodenal artery arising from the gastroduodenal 
is readily injured in exploration of the common duct. 

BURNS PLEWES 


Benign Giant-cell Synovioma. Wright, C. J. E.: Brit. 
J. Surg., 38: 17, 1951. 


It is suggested that the term ‘‘benign giant-cell 
synovioma’’ be used to describe a neoplasm arising from 
joints and tendon-sheaths, showing differentiation into 
synovial spaces, freedom from metastases and not in- 
filtrating locally. The terms myeloid or giant-cell tumour, 
xanthomatous giant-cell tumour, villonodular synovitis, 
xanthoma of tendon-sheaths and synovial membranes 
have all been used in recent papers to describe this same 
tumour. 

A study of 85 cases of benign giant-cell synovioma 
showed the average age of onset as 36 years, with varia- 
tions from 8 to 72; 67% were females; 86% occurred in 
the fingers and hand. The commonest site was on the 
flexor or extensor aspect of a digit. Many cases showed 
a definite association between injury and subsequent 
tumour formation. Though usually grey and firm, varia- 
tions to yellow due to lipoid, and brown due to hemo- 
siderin were common. The tumour is distinctively locu- 
lated and nodular. Occasionally they are attached to skin 
and frequently to deep structures. Pressure rarefaction 
of adjacent bone is especially common.in tumours of the 
foot. Those found in the knee are usually intra-articular 
and may form loose bodies. Recurrence of benign giant- 
cell synovioma took place in almost half the cases fol- 
lowed, and the interval between excision and recurrence 
varied from a few weeks to 4 years. Patients seem 
hesitant to report recurrence and some were very large, 
but none metastasized. 

Local excision is proper treatment, but the probability 
of deep synovial attachments must be kept in mind if 
recurrence is to be avoided. If the tumour recurs it 
should be excised in its early stages as it develops pro- 
gressively and amputation may be necessary later. 

After ruling out the theories of the growth being an 
inflammatory response or a response to disturbed chol- 
esterol metabolism, the benign giant-cell synovioma is 
regarded as neoplastic from the start. This is confirmed 
by its eneapsulation, differentiation into synovial-lined 
spaces, high recurrent rate, and histological mergence 
with malignant synovioma. BURNS PLEWES 


Pediatrics 


Statistical Analysis of 242 Cases of Meningococcus 
Meningitis. Kaufman, B., Levy, H., Zaleznak, B. D. 
Litvak, A. M.: J. Pediat., 38: 705, 1951. 


290 ABSTRACTS : 


There have been three phases in the treatment of 
cerebrospinal meningitis: 1800 to 1900, with sympto- 
matic and supportive treatment and a mortality rate of 
70 to 90%; 1900 to 1935, when the causal organism had 
been discovered and specific serum therapy had been 
introduced by Flexner, the mortality rates dropped to 
45 to 50%; 1936 to the present,.with the introduction 
of the sulfonamides and antibiotics, mortality rates fell 
to 0 to 15%. 

Between 1942 to 1947 the authors studied 242 cases 
of meningococcus meningitis of a total of 284 cases of all 
types of meningitis admitted to an isolation hospital. 
The highest number of admissions to hospitals occurred 
in January, February, March, May, and August, and the 
lowest in September. The disease occurs most often in 
the age groups of 1 to 5 years (28.9%) and 11 to 25 


years (28.5%) and least frequently in the first year of: 


life, and the over 45 year age group. The mortality rate 
was highest in the birth to one year age group (22.2%) 
and decreased with each succeeding age group. 

On admission to hospital 80% of the patients pre- 
sented a typical picture of meningitis. There would be a 
sudden onset with fever, headache, vomiting, and nuchal 
rigidity. 91% showed definite mental changes—irrita- 
bility, apathy, delirium, and/or coma. Signs of meningeal 
irritation, Kernig and Brudzinski signs and nuchal 
rigidity, were present in most of the patients. Hemor- 
rhagie eruptions occurred in 73% of cases. Arthritis and 
arthralgia occurred in only 7%. Diagnostic lumbar punc- 
ture was done on all cases at the time of admission. 
In all instances the sugar was either absent or markedly 
diminished. Bacteriological confirmation of diagnosis 
was done in all cases, and cultures were grown in 88%. 
Blood cultures were positive in 33 of 81 cases, and it 
was positive in 8 instances of meningococcemia without 
evidence of meningitis. Lumbar puncture was repeated 
with decreasing frequency, averaging 3.35 per patient 
in 1942 and 1.44 per patient in 1946. 

Sulfonamides alone were used in the treatment of 
70% and sulfonamides with penicillin in the remainder. 
Sulfadiazine alone gave the most satisfactory results, the 
dosage schedule being as follows: first day of therapy, 
children under 1 year of age received 2 to 3 gm.; children 
1 to 3 years of age received 3 to 4 gm.; older children 
4 to 7 gm.; and adults 9 to 12 gm. The initial dose 
would be 1/4 to 1/3 of this and the remainder divided 
into four-hourly doses. Parenteral administration should 
be used in severe cases only, and for a short time because 
of the danger of renal shutdown. Intrathecal administra- 
tion was not used because of the danger of unfavourable 
sequele. Water intake must be maintained, at least 3,000 
ml. per day to insure a urinary output of 1,200 ml. per 
day, or more. Sulfadiazine enters the cerebrospinal fluid 
and maintains a level of 2/3 to 4/5 of the blood con- 
centration. By the second or third day of chemotherapy 
the temperature dropped by sudden crisis or lysis, the 
abnormal neurological findings lasted longer while the 
nuchal rigidity often persisted well into convalescence. 
Chemotherapy may be discontinued after an afebrile 
period of 24 to 48 hours or when the patient has re- 
ceived a total of 15 to 20 gm. given as 1 gm. every four 
hours after the first ‘twenty-four hours. The infection 
may be considered as controlled when the patient has 
been afebrile for 24 to 48 hours and has received a 
total of 15 to 20 gm. of drug, associated with a marked 
improvement in the mental state. Lumbar puncture is 
repeated only when there is doubt in the progress or 
when fever persists. With this regimen the mortality rate 
was 7.02% corrected to 1.65%—i.e., omitting deaths 
occurring within the first 24 hours of admission. 

J. A. STEWART DORRANCE 


Prenatal Multiple Immunization. Cohen, P., Schneck, 
H. and Dubow, E.: J. Pediat., 38: 696, 1951. 


A group of 106 unselected pregnant women were 
immunized in the last trimester of pregnancy. Schick- 
positive mothers were immunized against both diph- 
theria and pertussis, Schick-negative against peftussis 
alone. Blood for titration of antibodies was taken from 
the mothers to immunization and again at delivery, 
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when cord blood, representing the fetal circulation, 
was also taken. Blood was taken at 3, 6, and 9 months 
from the infants for titration, during which time im- 
munizations were withheld, subsequently the infants 
were immunized in the usual manner. Of 54 infants 
whose mothers had been immunized during the last 
trimester, 18 were followed for diphtheria titres and 
36 for pertussis titres. Reactions to combined injections 
were of greater severity when diphtheria was included 

and were more severe in the first injection. 
Twenty-four Schick-positive mothers had less than 
0.01 unit of circulating antitoxin per ml. of blood, 54% 
had an excellent response to immunization. Eighteen 
babies who had more than 0.01 unit of antitoxin per 
ml. of blood at birth were retested at 3, 6, and 9 
months of age, and 61% had good immunity at 3 
months, while only one had adequate antitoxin at 6 
months. Therefore immunity (passive) wanes rapidly 
after 3 months of age. The optimum inoculation age 
of infants born of immunized mothers is between 3 
to 6 months. This method of pre-natal immunization 
(80% of mothers have sufficiently high titres) allows 
the safe postponement of immunization of the infant 
to an age when he is able to respond with higher 
titres because of a more mature antibody producing 
mechanism. Prenatal immunization using influenza 
vaccine proved to be impracticable and unsatisfactory. 
J. A. STEWART DORRANCE 


Abdominal Pain as a Manifestation of Epilepsy (Ab- 
dominal Epelipsy) in Children. Livingston, 8.: J. 
Pediat., 38: 687, 1951. 


Abdominal pain is frequently an aura of epileptic 
seizures. In many instances studies of abdominal or 
epigastric pain, both clinically and with the electro- 
encephalograph, have revealed that epilepsy was the 
etiological factor. In the present series 14 children of 
5 to 11 years of age were studied. In all the abdominal 
pain was periumbilical, in some cases it radiated to 
the epigastrium. Onset of pain was sudden, and it was 
colicky and very severe, lasting five minutes to 35 
hours. In all cases the pain was immediately followed 
by exhaustion and sleep. Nausea, and vomiting were 
present in eight cases. No patient had frank convul- 
sions and in only two cases was there a family his- 
tory of epilepsy. Electroencephalographic studies 
showed abnormal brain waves in 11 of the cases. 
Dilantin gave complete relief from seizures in 11 
cases, the remaining 3 were treated with other anti- 
convulsants. 

All of the fourteen patients showed at least one 
of the following features: (1) recurrent paroxysmal 
attacks of abdominal pain, followed by exhaustion 
and sleep; (2) electroencephalographic abnormalities; 
and (3) a favourable response to dilantin therapy. 
One may always consider abdominal epilepsy in cases 
of recurrent abdominal pain although the criteria 
above are not fulfilled. J. A. STEWART DORRANCE 


Industrial Medicine 


Psychiatry for Executives. An Experiment in the Use 
of Group Analysis to Improve Relationships in an 
Organization. Laughlin, H. P. and Hall, M.: Am. J. 
Psychiat., 107: 493, 1951. 


That similar defenses and mental mechanisms are 
employed by the well-adjusted, healthy person and by 
the emotionally sick patient, is now recognized. Emo- 
tional difficulties are universal. They are present to 
some degree in each of us but vary greatly in extent 
and severity. Well-adjusted persons are those who have 
achieved a higher level of maturity and stability. A 
study of such individuals is therefore of interest. In 
this article the authors describe an approach to train- 
ing in human relations by the use of psychoanalytic 
methods which was tried recently by a group of high- 
level executives from the Federal Security Agency. 
It was done in the belief that what represents treat- 
ment to emotionally sick patients might become an 
educational process to ‘‘normal’’, ‘‘successful’’ people. 
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Oy a life for the lin 


When the patient resigns herself to mere existence during the 
middle period of life, depression can so easily get the upper 
hand. The seemingly endless, daily routine of living is approached 
with apathy, inertia and lack of interest; and the patient's own 
outlook on life drags her down the path to eventual break- 
down—physical as well as mental. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. Its 
uniquely “smooth” antidepressant effect restores mental alertness 
ELM) SUIS LLe eI cla) UT Fy Co ee 
ing to revive the patient's interest in daily affairs, ‘Dexedrine’ has 
the happy effect of bringing back life for the Mire 
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‘Dexedrine’ Sulfate =" 


the antidepressant of choice 
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‘Dexedrine’ T.M. Reg. Can. Pat. Off. 





Book REVIEWS 


Two experimental groups of 12 each, were formed 
in October and November, 1948. Participation was vol- 
untary; the members were carefully selected, The 
bi-weekly meetings lasted 1144 hours. Progress has been 
gradual and has been found to depend on the develop- 
ment of mutual confidence and respect. The subject 
matter for the sessions is personal problems in human 
relations, introduced by the members. The goal is 
understanding, attention being focussed on the emo- 
tions or feelings, present and past, the ‘‘why’’ of the 
emotions, and on factors in their origin. The réle of 
the leader is important. He controls the discussion but 
avoids directing or dominating it. No judgments are 
made. Control must be exerted to keep the group from 
getting into abstract and intellectual consideration of 
management problems. Differences from individual 
psychoanalytic therapy are not marked. Attention-is 
drawn to certain limitations and problems yet to be 
solved. For example, the process is slow and time- 
consuming; group analysis requires much hard work. 
Moreover, many people would be unable to take part; 
some are too defensive and others are too rigid to 
be able to profit or change. Interest and motivation 
are definite requirements. It is often difficult to find 
a good leader. Also many organizations would be un- 
able to give the necessary administrative backing. 

The authors feel, however, that despite these limi- 
tations, worthwhile results have been achieved. The 
increased understanding gained by those participating 
has resulted in improved relationships with associates, 
superiors and subordinates. As a result the organiza- 
tion benefits from the increased effectiveness of the 
executive personnel. Individual opinions are quoted 
to indicate the attitude of some of the members, 

MARGARET H. WILTON 


The Pathology of Fatal Carbon Tetrachloride Poison- 
ing with Special Reference to the Histogenesis of 
the Hepatic and Renal Lesions, Moon, H. D.: Am. J. 
Path., 26: 1041, 1950. 


In this article the author reports the pathological 
changes in 12 cases of fatal poisoning due to carbon 
tetrachloride. Of these persons 7 had ingested the carbon 
tetrachloride accidentally or with suicidal intent; 5 had 
inhaled the fumes. All’ but one had acute or chronic 
alcoholism. The interval between exposure and death 
varied from 4 to 18 days. 

After indicating the symptoms and signs which were 
manifested and presenting the 12 case histories, the 
author describes in detail the pathological findings in 
liver, kidney and lungs. These organs were consistently 
the sites of pronounced abnormalities, the morphologic 
variations showing a definite correlation with the length 
of the survival period. Reference is made also to the 
pancreas and the heart. 

The author discusses the findings and then sums up his 
observations in the following conclusions: The frequent 
occurrence of a history of alcoholism in cases of fatal 
carbon tetrachloride poisoning indicates a synergistic 
nephrotoxic as well as hepatotoxic effect between alcohol 
and carbon tetrachloride. No essential differences were 
noted between the lesions occurring as a result of in- 
halation and those due to ingestion of carbon tetra- 
chloride. The hepatic lesions in persons dying soon after 
exposure were very extensive. The severity of the hepatic 
lesion diminished with longer periods of survival. This 
is believed to be due to two factors, namely, less severe 
injury initially and rapid regeneration following injury. 
The renal lesions in persons dying within a few days 
after exposure were relatively slight and involved prim- 
arily the proximal convoluted tubules. The renal, morpho- 
logic changes became progressively more pronounced 
with longer periods of survival. An inverse relationship 
was noted between the severity of the hepatic lesions and 
the severity of the renal lesions. Pulmonary eflema was 
present consistently and was greater in those who 
survived for longer periods. MARGARET H. WILTON 
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Book Reviews 


ADVANCE AUSTRALIA 


Before this appears most dermatologists in Canada 
will have received complimentary copies of the Australian 
Journal of Dermatology, Vol. 1, No. 1, and a solicitation 
for their support. This Journal, published by the Derma- 
tological Association of Australia (B.M.A.), is an ae- 
cession to dermatologic literature, and, it is believed, 
will find a widespread and appreciative public. 

The make-up is pleasing to the eye, and the page lay- 
out, although slightly crowded, single-column, is not un- 
attractive or difficult to res ad. -aper and printing are 
excellent and the reproduction of photographs and micro- 
photographs unexceptionable. The Australian Medical 
Publishing Company betrays justifiable pride in its an- 
nouncement that the Journal was ‘‘ Wholly set up and 
printed in Australia ’’ 

The contents are worthy of their setting. Of the 9 
papers, in addition to a Symposium on Warts by 3 
authors which was presented at the Australasian Medical 
Congress in 1950, and which is published with the ensuing 
discussion in full, Great Britain and the U.S.A. are 
represented by 3 papers, while the remainder are con- 
tributed by Australians. There is also a well-written 
obituary, by an Australian K.C., of the widely-known 
dermatologist, the late Dr. E. H. Molesworth of Sydney, 
accompanied by a photographic portrait. 

In the Introduction by Dr. John C. Belisario, first 
president of the Dermatological Association of Australia, 
the Journal is modestly ee as a ‘‘venture’’, which 
at first will appear only twice yearly. It is to be hoped 
that advertising space will e cede be sought after and 
thereby the way made more easy for these ambitious and 
energetic Antipodean pioneers. “The complete absence of 
advertising in the present issue is notable. 

This Journal is ‘‘solid value’’ for one guinea ($3.00 
in Canadian funds) and should be read by dermatologists 
everywhere. D.E.H.C. 


Lippincott’s Quick Reference Book for Medicine and 
Surgery. G. E. Rehberger. 1723 pp., illust., 14th ed. 
J. B. Lippincott Co., Philadelphia, London and Mon- 
treal, 1949. 


This book is a massive volume, encyclopedic in scope 
and intended for the use of the busy practitioner who has 
difficulty keeping abreast of the eurrent flow of medical 
knowledge. It is a portable one-volume, overall survey of 
medical information and practice, a sort of ‘*Doctor’s 
Book’’ for doctors. 


Sick Children. D. Paterson, Physician, The Hospital for 
Sick Children, Great Ormond Street. 455 pp., illust., 
6th ed. revised. $4.75. Cassell & Co. Ltd., London; 
McAinsh & Co., Ltd., Toronto, 1947. 


In this volume the field of pediatrics is discussed in 
eighteen chapters by twenty-four eminent English 
authors. Each chapter embraces numerous problems 
dealing with disease peculiarly prone to occur among 
infants and children. Clinical examples, roentgenograms, 
photographs and tables appear frequently throughout 
the text and serve to clarify much of the subject matter. 
A surgeon’s collaboration with a physician is note- 
worthy in sections discussing organic diseases. The 
chapters on neurology concisely describe many new ad- 
vances, with painstaking regard to details of pneumo- 
encephalography, electro-encephalography and ventricul- 
ography. Congenital heart disease is also presented with 
emphasis placed upon possible amelioration by special 
surgical techniques which have been developed only 
recently. Important consideration is given to malig- 
nancies, as well as the more common infectious diseases 
occurring during the early formative years. 

In the opinion of the reviewer, this book is particularly 
suited to the needs of the general practitioner and of the 
medical student. However, the complete bibliography of 
references following e¢ vch’ section is certainly conducive 
to delving into more detailed study of contained subject 
matter by anyone engaged in the specialties. 

Continued on page 294 
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LIVER EXTRACT INJECTABLE 


(15 UNITS PER CC.) 


Liver Extract Injectable is prepared specifically for the treatment of 
pernicious anaemia. The potency of this product is expressed in units deter- 
mined by responses secured in the treatment of human cases of pernicious 
anaemia. Liver Extract Injectable as prepared in the Connaught Medical 


Research Laboratories 


— contains at least 15 micrograms of vitamin B,, 
per cc. derwed directly from liver and determined 
by the Lactobacillus leichmannii test. 


— is carefully tested for potency. 
— is low in total solids and light in colour. 


— is very highly purified and therefore can usually 
be administered without occurrence of discomfort 
or local reactions. 


Liver Extract Injectable (15 units per cc.) as prepared by the 
Connaught Medical Research Laboratories is supplied in packages ccntaining 
single 5-cc. vials, in multiple packages containing five 5-cc. vials, and in 


10-cc. vials. 


Liver Extract for Oral Use in powdered form is supplied in packages 
containing ten vials; each vial contains extract derived from approximately 


one-half pound of liver. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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CHLOROFORM: 


A Study After 100 Years 


—____—Edited by Ralph M. Waters—— 


@ Chloroform has fallen into disuse because of 
fear and distrust based on incomplete knowledge 
and misconceptions. To test this attitude the Anes- 
thesia Department of the University of Wisconsin, 
at the suggestion of Dr. Ralph M. Waters, attempted 
to reevaluate this oldest of anesthetic agents as if 
it were a newly discovered drug. 


Dr. Wesley Bourne Emeritus Professor of Anaes- 


thesia, MeGill University: 

‘*Anaesthetists the world over will, from now 
on, not need to apologize or give excuses for using 
chloroform so long as they bear in mind the 
precepts laid down in this wonderful little book 
which is so full of valuable facts circumscribing 
old fears. 

I do not hesitate to say that teachers of bio- 
chemistry, pharmacology and physiology as well as 
of anaesthesia ought to consider it their duty to 
bring this book to the attention of their students.’’ 


180 pages, 35 figs., index, $3.50 





Order from 


BURNS & MacEACHERN e¢ 165 Elizabeth Street, Toronto 2, Canada 
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MEDICAL PUBLICATIONS 


The Kidney: Structure and Function in 
Health and Disease. By H. W. Smith. 
1049 pp. Illus. 


1951. 


Pharmacology. By M. G. Mulinos. 
484 pp. 2nd Edn. 


1951. $6.25 


Ocular Toxoplasmosis. By M. J. Hogan. 
128 pp. 1951. $3.25 
Transactions of the American Ophthalmo- 
logical Society. Edited by G. M. Bruce. 
960 pp. Illus. 1951. $19.50 
(Price includes a copy of Ocular Toxoplas- 
mosis). 


Pharmacology and Experimental Thera- 
peutics. By H. H, Anderson. 
368 pp. $8.00 


480 UNIVERSITY AVENUE. TORONTO 
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Books Received 


Continued from page 292 


Books are acknowledged as received, but in some cases 
reviews will also be made in later issues. 


Mental Hospitals, 1950. Edited by W. Overholser, Chief Con- 
sultant with the staff of the A.P.A. Mental Hospital Service. 
De pp. $2.50. American Psychiatric Association, Washington, 


Psychiatric Nursing Personnel. Compiled by the Nursing 
Consultant to the A.P.A. Committee on Psychiatric Nursing. 
32 pp. 60c. Published by the Mental Hospital Service American 
Psychiatric Association, Washington, D.C. 


The SPA in Medical Practice. The Report of a Committee 
of the Association. 96 pp. 3s. 6d. British Medical Association, 
B.M.A, House, London, 1951. 


Bronchial Asthma. Its Relation to Upper Respiratory Tract 
Infection. R. J. Whiteman, Hon. Consulting Surgeon for Ear, 
Nose and Throat Diseases, and Medical Officer-in-charge, 
Asthma Clinic, Lewisham Hospital. 184 pp. 15s. net. H. K 
Lewis & Co. Ltd., London, 1951. 


Annual Review of Medicine. W. C. Cutting, Editor, Stanford 
University School of Medicine; H. W. Newman, Associate 
Editor, Stanford University School of Medicine. Vol. 2, 485 pp. 
$6.00. Annual Reviews, Inc., Stanford, California, 1951, 


Tumours of the Eye. A. B. Reese, Attending Ophthalmologist 
and Pathologist, Institute of Ophthalmology, Presbyterian Hos- 
pital, New York. Ophthalmologist to Memorial Centre for 
Cancer and Allied Diseases, New York, Clinical Professor of 
Ophthalmology, College of Physicians and Surgeons, Columbia 
University. 574 pp., illust. $20.00. Paul B. Hoeber, Inc., Medical 
Book Department of Harper & Brothers, New York, N.Y., 1951. 


The 1950 Year Book of Endocrinology. Edited by W.. O. 
Thompson, Clinical Professor of Medicine, University of Illinois 
College of Medicine; Attending Physician (Senior Staff), Henro- 
tin Hospital; Attending Physician, Grant Hospital of Chicago. 
499 pp., illust. $5.00. The Year Book Publishers Inc., Chicago, 
1951. 


Handbook of Gynecology. T. L. S. Baynes, Consulting 
Gynecologist, Bolingbroke Hospital, London; Consulting Gyne- 
cologist, St. Peter’s Hospital, Chertsey; Consulting Gynecologist, 
St, Albans and Mid Herts Hospital. 163 pp. 15/-. Sylviro Pub- 
lications Ltd., London, 1951. 


Handbook of Psychology. J. H. Ewen, late Psychiatrist and 
Lecturer in Psychologleal Medicine, Westminster Hospital, and 
Medical Superintendent, Springfield Mental Hospital. 215 pp. 
15/-. Sylviro Publications Ltd., London, 1950. 


The British Encyclopedia of Medical Practice including 
Medicine, Surgery, Obstetrics, Gynzecology and other special 
subjects. Medical Progress, 1951. Editor in chief, The Rt. Hon. 
Lord Horder, Extra Physician to H.M. The King; Consulting 
Physician to St, Bartholomew’s Hospital. 618 pp., illust. Butter- 
worth & Co. (Canada) Ltd., Toronto, 1951. 


How | Cured my Duodenal Ulcer. J. Parr. 160 pp. 8s. 6d. 
Michael Joseph Ltd., London, 1951. 


Treatment of the Nephrotic Syndrome. L. E. Farr, Chairman, 
Medical Department, Brookhaven National Laboratory, Physi- 
cian-in-Chief, Brookhaven National Laboratory Hospital, Upton, 
Long Island, New York. 61 pp. $2.50. Charles C. Thomas, Spring- 
field, Illinois; The Ryerson Press, Toronto, 1951. 


Postgraduate Lectures on Orthopzedic Diagnosis and Indica- 
tions. A. Steindler, Professor of Orthopedic Surgery, State Uni- 
versity of Iowa, Iowa City, Iowa. Vol. II, 198 pp., illust. $7.25. 
Charles C. Thomas, Springfield, Illinois; The Ryerson Press, 
Toronto, 1951. 


Roentgen Manifestations of Pancreatic Disease. M. H. Poppel, 
Associate Professor of Clinical Radiology, New York Univer- 
sity- Bellevue Medical Centre, Associate Roentgenologist, New 
York University Hospital, New York City, 389 pp., illust. $12.50. 
Charles C. Thomas, Springfield, Illinois; The Ryerson Press, 
Toronto, 1951. 


Fever Therapy. H. W. Kendell, Professor of Physical Medi- 
cine and Rehabilitation, University of Illinois Research and 
Educational Hospitals, Chicago, Illinois. 101 pp., illust. $3.00. 
Charles C. Thomas, Springfield, Illinois; The Ryerson Press, 
Toronto, 1951. 


Emotional Factors in Cardiovascular Disease. E. Weiss, Pro- 
fessor of Clinical Medicine, Temple University School of Medi- 
cine, Philadelphia, Pennsylvania. 84 pp. $3.00. Charles C. 
Thomas, Springfield, Illinois; The Ryerson Press, Toronto, 1951. 


The Diagnosis and Treatment of Adrenal Insufficiency. G. 
W. Thorn, Hersey Professor of the Theory and Practice of 
Physic, Harvard Medical School; and Physician-in-Chief, Peter 
Bent Brigham Hospital, Boston, Massachusetts. 171 pp., illust. 
$7.00. Charles C. Thomas, Springfield, Illinois; The Ryerson 
Press, Toronto, 1951. 


The British Encyclopzdia of Medical Practice including 
Medicine, Surgery, Obstetrics, Gynzecology and other special 
subjects. Cumulative Supplement, 1951. ditor in Chief, Rt. 
Hon, Lord Horder, Physician to H.M. The King; Consulting 
Physician to St. Bartholomew’s Hospital. 618 pp., illust. Butter- 
worth & Co. (Canada) Ltd., Toronto, 1951. 
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Tuberculosis Among Children and Adults. J. A. Myers, 
Physician in Charge, Chest Clinic, Students’ Health Service, 
University of Minnesota; Chief of Tuberculosis Service, Min- 
neapolis General Hospital. 894 pp., illust., 3rd ed. $15.00. Charles 
we Springfield, Illinois; The Ryerson Press, Toronto, 


The Infectious Diseases of Domestic Animals. W. A. Hagan, 
Professor of Bacteriology and Dean of the Faculty, New York 
State Veterinary College and Dorsey William Bruner, Professor 
of Bacteriology, New York State Veterinary College, Cornell 
University. 920 pp., illust., 2nd ed. $8.00. Comstock Publishing 
Co. Inc., Ithaca, New York, 1951. 


After the A Bomb. Edited by C. F. Behrens, Commanding 
Officer, Naval Medical Research Institute. 181 pp, $2.50. Thomas 
Nelson & Sons, Edinburgh, New York, Toronto, 1951. 


Clinical Unipolar Electrocardiography. B. S. Lipman, As- 
sistant in Medicine, Emory University School of Medicine, 
Atlanta, Georgia; and E. Massie, Assistant Professor of Clinical 
Medicine, Washington University School of Medicine. 232 pp., 
illust. $5.00. The Year Book Publishers Inc., Chicago, 1951. 


Diseases in Old Age. R. T. Monroe. 407 pp, $8.00. Harvard 
University Press, Cambridge; S. J. Reginald Saunders & Co. 
Ltd., Toronto, 1951. 


Disease in Infancy and Childhood. R. W. B. Ellis, Professor 
of Child Life and Health, University of Edinburgh. 695 pp., 
illust. $8.00, E. & S. Livingstone Ltd., Edinburgh; Macmillan 
Co. of Canada Ltd., Toronto, 1951. 


Chest X-ray Diagnosis. M. Ritvo, Assistant Professor of 
Radiology, Harvard Medical School; Instructor in Radiology, 
Tufts Medical School. 538 pp., illust. $18.00. Lea & Febiger, 
Philadelphia; Macmillan Co. of Canada Ltd., Toronto, 1951. 


British Surgical Practice. Sir E. R, Carling, Consulting 
Surgeon, Westminster Hospital; Sir J. P. Ross, Surgeon and 
Director of Surgical Clinical Unit, St. Bartholomew’s Hospital, 
Professor of Surgery, University of London. In 8 vols. Index 
vol. 363 pp. Butterworth & Co. (Canada), Ltd., Toronto, 1951. 


The British Encyclopzdia of Medical Practice, The Rt. Hon. 
Lord Horder, Extra Physician to H.M. The King, Consulting 
Physician to St. Bartholomew’s Hospital, London. Vol. 5, 680 
pp., illust. Butterworth & Co. (Canada), Ltd., Toronto, 1951. 


Modern Practice in Infectious Fevers. Edited by H. S. Banks, 
Senior Physician, Park Hospital, London; Lecturer in Infectious 
Diseases, The Medical College, St. Bartholomew’s Hospital, Uni- 
versity of London. In 2 vols., 989 pp., illust, Butterworth & Co. 
(Canada), Ltd., Toronto, 1951. 


Gynzecologic Cancer. J. A. Corscaden, Professor Emeritus of 
Clinical Gynecology, College of Physicians and ,Surgeons 
Columbia University; Attending Gynecologist, Sloane Hospital 
for Women, New York, 368 pp., illust. $6.00. Thomas Nelson 
& Sons, (Canada) Ltd., Toronto, 1951. 


Methods in Medical Research. Vol. 4. Editor-in-Chief M. B. 
Visscher. 306 pp., illust. $7.00. The Year Book Publishers, 
Chicago, 1951. 


Physical Diagnosis. R. W. Brust, Associate in Medicine, 
University of Pennsylvania Medical School. 294 pp., illust. $4.50. 
Appleton-Century-Crofts, Inc., New York, 1951. 


Therapy of Dermatologic Disorders, Including a Guide to 
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cott Co., Montreal, 1951. 
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